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Psychiatric Principles 
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=|... their Use in Daily Practice 


Bases of Human Behavior: A siotogic Approach to Psychiatry by Leon J. Saul, u.v. 


This readable text integrates modern knowledge of biology with the fundamentals 
of psychiatry. It is a concise exposition of the relation between emotional forces 
and general health, showing the changes in body function that are brought about 
by the actions of these forces. This book makes psychosomatic concepts easily 
understandable and places psychiatry in its proper setting as a necessary part 
of medical studies. New, 1951. 150 Pages. $4.00 


Emotional Maturity : The Development and Dynamics of Personality by Leon J. Saul, M.v. 


Covers neuroses and gives insight into the average person who sits in the waiting 
room—it bares the results of the emotional tensions of living. 339 Pages. $5.00 


Principles and Practice of the Rorschach Personality Test vy w. Mons, 


M.R.C.S., L.R.C.P. 


A new, revised edition brought up to date in the light of recent added evaluations. 
176 Pages. $4.00 
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T’s a valuable adjunct that can curb the patient’s hunger, buoy 
W his spirits and thus lessen the lure of forbidden foods. Such is 
hen the function of DEsoxyN Hydrochloride. Being more potent 


than other sympathomimetic amines, DEsSOXYN produces the de- 
sired anorexia with smaller doses. Since it is more rapidly absorbed 

e 
and more slowly excreted, DESOXYN has a faster action, longer 


effect. One 2.5-mg. or 5-mg. tablet before breakfast and another 


about an hour before lunch are usually sufficient. The recom- 
peddiles 


mended small doses seldom cause any side-effects or feeling of “drug 
stimulation.”” Try it—in obesity and in other 


hi conditions indicating a central stimulant. ObGott 


Prescribe D t yg Oo X Y N° 
— Hydrochloride 


(METHAMPHETAMINE HYDROCHLORIDE, 














ABBOTT) 
TABLETS ELIXIR AMPOULES 
2.5 and 5 mg. 2.5 mg. per filvidrachm 20 mg. per ce. 
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ypERTENSIVE PATIENTS. 








Successful therapeutic results with VERATRITE in essential hypertension are 





measured in terms of a fall in blood pressure, effective relief of symptoms 
and rehabilitation of the patient to a useful, productive life. 

The most significant effects of VERATRITE are circulatory improvement 
and a new sense of well-being for the patient. Furthermore, Veratrite 
exhibits a wide range of therapeutic safety and a prolonged length of 
action without serious side-effects, due to its “content of whole-powdered 
veratrum viride, Biologically Standardized. 


Supplied: Bottles of 100,500, 1000 at prescription pharmacies everywhere. 


ECONOMY IS AN IMPORTANT ADVANTAGE OF VERATRITE THERAPY 


Each VERATRITE Tabule contains: 

Veratrum Viride..... 3 Craw Units* 
Sodium Nitrite.......... 1 grain 
Phenobarbital.......... Yo grain 


* clas a 0 gal { rl t C : ) 


*Biologically Standordized for toxicity by the 
Craw Dophnia Magna Assay. 





Cy 


IRWIN, NEISLER & COMPANY a) DECATUR, ILLINOIS 
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A HIGHLY POTENT 
LIPOTROPIC COMBINATION 


Sottiion 


AVAILABILITY 


Solution Sirnositol 
is supplied in 1 pin 
bottles and is avail- 
able on prescrip- 
tion through all 
pharmacies. 


SIRNOSITOL 


CHOLINE AND INOSITOL 


With Solution Sirnositol, lipotropic therapy can be 
put on a sound basis. This new lipotropic combination 
permits adequate dosage to be administered, enhanc- 


ing the efficacy of therapy. 
“ 


CONCENTRATED. Each tablespoonful 
(15 cc.) of Sirnositol contains 7.41 Gm. of choline 
gluconate (equivalent to 3.0 Gm. of choline base) and 
0.75 Gm. of inositol. This quantity given three times 


daily provides a good dosage of each active ingredient. 


PALATABLE. The choline gluconate and 
inositol have been dissolved in a pleasantly flavored, 
sugar-free, aqueous vehicle. 


WIDELY USEFUL. Solution Sirnositol is 
indicated whenever lipotropic therapy is required — 
in many hepatic derangements, atherosclerosis, and 


prophylactically in coronary sclerosis. 


£ 5 “¥ Fhuarmacnlicas A DIVISION OF 


COMMERCIAL SOLVENTS CORP., 17 E. 42nd ST., NEW YORK 17,N.Y. 


August 1951 
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THALAMYD 


(brand of phthalylsulfacetimide) 


eliminate 






intestinal 
organisms 


SIMPLY 
AND 
SAFELY 


Unique among nonabsorbable sulfonamides, 
THALAMYD is actually absorbed into the bowel wall in high 
concentration but only slightly absorbed into the blood stream. 


Simple, safe therapy whenever the intestinal tract 
must be sterilized, THALAMYD has a broad field 

of usefulness: prophylactically when preparing che gut 
for surgery; for bacillary dysentery and other 

acute enteritis; and to control secondary invaders in 
ulcerative colitis. 


° 
Seletiig ome * BLOOMFIELD, NEW JERSEY 
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ANTIHISTAMINE ACTION 


HISDRIN makes possible full 
antihistamine effect for prolonged 
periods, but reduces such complicating 
side actions as drowsiness or lethargy. 
Its desirable clinical behavior is due 
to a rationale combination of a de- 
pendable antihistamine agent and a 
sympathomimetic drug which exerts 
a stimulating action on the central 
nervous system. 


In patients who develop drowsiness 


FORMULA 


Each Hisdrin tablet contains: 

Semikon hydrochloride 

(Methapyrilene hydrochloride) 50 mg. 
Semoxydrine hydrochloride 

(d-Desoxyephedrine 

hydrochloride)............. 2.5 mg: 

It is available on prescription 
through all pharmacies. 


CVO 


upon taking an antihistamine agent, 
the mild cerebral stimulation afforded 
by Hisdrin aids in overcoming this 
tendency and allows full mental and 
physical activity. 


Hisdrin is indicated in the sympto- 
matic control of all allergic states in 
which antihistamines are of value: 
seasonal hay fever, allergic dermatitis, 
drug reactions, and many types of 
pruritus. 


THE S.E. MASSENGILL COMPANY 
Bristol, Tenn.-Va. 
NEW YORK « SAN FRANCISCO « KANSAS CITY 


August 1952 
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selective control 


of Gastrointestinal Spasm 








Mesopin' | 


( brand of homatropine methyl bromide) 
















When pain, heartburn, belching, nausea, 
or unstable colon are due to 
gastrointestinal spasm, Mesopin provides 
an effective means for prompt relief. 

Its selective antispasmodic action controls 











spasticity with virtual freedom from the 








undesirable side effects of atropine or belladonna. 
Thus, Mesopin is relatively safe for the relief of 
gastrointestinal spasticity, such as pylorospasm, 
cardiospasm, spastic colon, and biliary spasm. 


Mesopin—2.5 mg. per teaspoonful of 
elixir or per tablet. Mesopin-PB*— 








2.5 mg. Mesopin and 15 mg. 
(1/4 gr.) phenobarbital per 
teaspoonful of elixir 
or per tablet. 








*PB abbreviated designation 


for phenobarbital. 


Samples and literature on request 


Endo Products, Inc., Richmond Hill 18, N. Y. 
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Questionnaire 
on 
constipation 


what is Cholmodin? 


A unique combination of deoxycholic acid, 1% gr. (0.1 Gm.) and extract of aloe, % gr. 
(0.05 Gm.). In habitual and atonic constipation, Cholmodin (Brand) Tablets provide mild 
but specific stimulation of both small bowel and colon. 


how does Cholmodin act? 


Extract of aloe yields emodin, specific stimulant of colonic activity. Deoxycholic acid increases 
motility in the small bowel and enhances the release and diffusion of emodin, derived from the 
minimal amount of aloe. Soft, formed stools without griping are the usual result. 


why is Cholmodin preferred? 


Habituation with Cholmodin under medical guidance is virtually unknown; almost always, 
dosage can be reduced as improvement is noted. Griping is seldom encountered—no bella- 
donna or carminatives are needed. Cholmodin may be prescribed during pregnancy, menstru- 
ation, and in the presence of hemorrhoids. Especially adapted for the aging patient. 


a 
how is Cholmodin prescribed ? 


In habitual constipation, 1 or 2 tablets daily after meals, for 3 or 4 days, then reduce dosage 
as improvement occurs; as an occassional corrective, 1 or 2 tablets on retiring. 


how supplied — Bottles of 50 and 500 tablets 


Cholmodin—trademark reg. 


AMES COMPANY, INC - ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 





CH-4 
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==  —_—“a single daily dose 
ne given at night” 





Two 12.5 mg. tablets of PHENERGAN, 
given at bedtime, generally provide 
adequate, prolonged relief from aller- 
gic symptoms. 





Its antihistaminic action far outlasts 
PHENERGAN’S sedative effect—the only 
important side action (1 out of 5 cases), 
and a distinct advantage in the bed- 
time dosage regimen. 











1. Bain, W. A., Broadbent, J. L., and Warin, R. P.: Lancet 
2:47, 1949. 














Issued in scored tablets of 12.5 mg., 
bottles of 100; on prescription only. 


PHENERGAN 


HY ORCC H L OR I 


SUR At NNOONES As hee 6 Oe 


N-(2'-dimethylamino-2'-methylethyl) 
phenothiazine hydrochloride 





Wijeth Incorporated, Philadelphia 2, Pa. 
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Highly effective in an unusually wide range 
of common skin disorders 





Flare-up of a chronic dermatophytosis of After 19 days’ treatment with Pragmatar 
10 years’ standing 


In fungous infections: 


Pragmatar often brings dramatic improvement in the common fungous infections— 
dermatophytosis (“‘athlete’s foot’’), tinea cruris, tinea corporis, tinea versicolor, tinea 
capitis, etc. 


Why is Pragmatar so useful in these and in so many other skin conditions? 


Pragmatar incorporates—in a superior oil-in-water emulsion base—carefully balanced 
proportions of three of the drugs which are fundamental in dermatology. Pragmatar 
is non-gummy and non-staining; easy to apply and easy to remove. 


PRAGMATAR | 


the outstanding tar-sulfur-salicylic acid ointment 


Smith, Kline & French Laboratories « Philadelphia 


*‘Pragmatar’ T.M. Reg. U.S. Pat. Off. 
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complementary. ro 


wherever combined estrogen- 
androgen therapy is indicated 





ee #,€. In fractures and osteoporosis in 
either sex to promote bone development, 
tissue growth and repair. 


gee 2.@. In the female climacteric in 


certain selected cases. 
2.@. In dysmenorrhea in an attempt to 
suppress ovulation on the basis that 


anovulatory bleeding is usually painless. 


4. In-the male climacteric to reduce 
follicle-stimulating hormone levels. 


~ with METHYLTESTOSTERONE 


x 
A steroid combination which permits 






utilization of both the complementary 

and the neutralizing effects of estrogen 
and androgen when administered 
concomitantly. Thus certain prepertean 
of either sex hormone. may be employed | 
in the opposite ex with a minimum of. | 
side effects. Each tablet provides , 
estrogens in their naturally occurring, 
water-soluble, conjugated form expressed | 
as sodium estrone sulfate, together with | 


methyltestosterone. 


~ 





No. 879—Conjugated estrogens equine 
y (“Premarin”) . . 1.25 mg. 
é Methyltestosterone . ae a 
j @ Bottles of 100 tablets (yellow) 
Ayerst, McKenna & Harrison Limited No. 878—Conjugated estrogens equine 
New York, N.Y. Montreal, Canada (“Premarin”). . . . 0.625 mg: 
\ " . Methyltestosterone. . 5.0 mg. 


5128 sali. eal ae / Bottles of 100 tablets (red) 
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GRATIFYING RELIEF 


from distressing 
urinary symptoms... 


PYRIDIUM ACTS FAST. In a matter of minutes, 
its safe, local analgesic action allays the distress- 
ing symptoms which accompany cystitis, pyelo- 
nephritis, prostatitis, and urethritis. 

Pyridium may be administered concomitantly 
with streptomycin, penicillin, the sulfonamides, 
or other specific therapy to provide a dual thera- 
peutic approach embracing both symptomatic 
relief and corrective action. 


Pain and burning 


decreased in 93% of cases...* 


Urinary frequency 


relieved in 85% cf cases...* 





*As reported by Kirwin, Lowsley, and Menning in a study 
of 116 cases treated for symptomatic relief with PYRIDIUM. 


PYRIDIUM 


(Brand of Phenylazo-diamino-pyridine HCl) 





7 nemesagy is the trade-marko 
epera Chemical Co., Inc., 
successor to Pyridium Corpora- 
tion, for its brand of phenylazo- 
diamino-pyridine HCl. Merck 
& Co., Inc. sole distributor in 
the United States. 





MERCK & CO., Inc. 


In Canada: MERCK & CO. Limited— Montreal 
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hice ts breathe y 
with a cut of 


AEROIONE COMPOUND 


(Cyclopentamine and Aludrine Compound, Lilly) 
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wet 


Many asthmatics who 
are now able to b 
administration gif 
The ability tou Ecteristic 
of each of Ore given 
by aerG 
Thus, the® 
without come 
The use of 'Aere 


treatment for asthm@ 
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- e.e 
tinea capitis 
“More effective in ringworm 


of the scalp than any other 
topical agent.’”' 





tinea pedis 

In “athlete’s foot” a 

combined cured and improved 
rate of 95% has been obtained.' 


Also indicated in 





tinea corporis 
tinea cruris 


tinea versicolor “broad antifungal spectrum 


tinea of the nails 
.-.good cutaneous tolerance.” 


ny! 
Asterol 4440 


59% tincture . . . ointment . ’ t] 
sprayed, applied with cation ¢ or — on Roche 


1. Stritzler, C.; Fishman, I. M., and Laurens, S.: 
Transactions New York Acad. Sc., 13:31, Nov., 1950. 


HOFFMANN-LA ROCHE INC+ ROCHE PARK + NUTLEY 10+NEW JERSEY 


ASTEROL DIHYDROCHLORIDE ‘ROCHE'=—=BRAND OF DIAMTHAZOLE DIHYOROCHLORIDE 
lk. -DIMETHYLAMINO-6-[@-DIETHYLAMINO ETHOXY)-BENZOTHIAZOLE DINYOROCHLORIDEL 
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Upjohn 


an amine 








better to tame asthma 


Asthmatics can now have the desired 
relief of such sympathomimetic amines 
as epinephrine and ephedrine but with 
minimal vasopressor risks and minimal 
psychomotor discomfort. 

Upjohn researchers have, by molecular 
modification, tamed an amine better to 
tame asthma and have created orally 
effective Orthoxine Hydrochloride. 


For remarkably selective 
bronchodilation 


8 Orthoxine* 


HYDROCHLORIDE 


for adults: 14 to 1 tablet (50 to 100 mg.) 
for children: half the dose 
for both: repeat q. 3 to 4 h. as required 


* Trademark, Reg. U.S. Pat. Off. Brand of methoryphenamine 


for Medicine... Produced with care... Designed for health 





THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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WORLD-WIDE 
DEPENDABILITY 


WORLD-WIDE DISTRIBUTION OF ACTHAR® 


and Other Pharmaceuticals of The Armour Laboratories 


ARGENTINA 
John Wyeth Laboratorios $. A 
Paseo Colon 1102 
Buenos Aires, Argentina 
AUSTRALIA 
The Sigma Company itd 
562-566 Little Bourke Street 
Melbourne, C.1, Australia 


BELGIUM 
BELGIAN CONGO 
HOLLAND 
LUXEMBOURG 
78-80 Rue Gallait® 
Brussels, Belgium 


BOLIVIA : 
S. A.C. 1. (Sues. de S$. FiBedoya) 
Casilla 346 
La Paz, Bolivia 


BRAZIL 


Industrias Farmacéuticas Fontoura-Wyeth S. A. 


Rua Caetano Pinto 129 
Sao Paulo, Brazil 


CANADA 
The Armour Laberateries 
lourentian Agemgies, Reg‘d. 
42% §t. Jean Baptiste S$. 
Mont@iga!, Quebec 


’ CHILE 


©, Sr. Roger Couly Lt. 
Casilla 1459 
Santiago, Chile 


COLOMBIA 
laboratorios Roman, S. A. 
Apartado Aéreo 150 
Cartagena, Colombia 


*The Armour Laboratories Brand of Adrenocorticotropic Hormone (A.C.T.H.) 


Dregveria Alvarez Fuentes 
Avellaneda No. 225 
Camagiiey, Cuba 

Drogveria Cooperativa de Cuba 
Apartado No. 222 
Havana,.Cuba 

Drogveria: La Cosmopolita 
Apartado 55 

Cienfuegos, Cuba 

Drogueria Danhauser 
Neptuno 516 

Havana, Cuba 

Drogueria de Johnson 
Apartado 750 

Havana, Cuba 

Drogueria Mestre y Espinosa 
Apartado 65 

Santiago de Cuba, Cuba 
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CUBA (continued) 
Drogueria Serra 
Apartado 50 
Havana, Cuba 
Drogueria Tequechel 
P.O. Box 103 
Havana, Cubs 
Drogueria Berenguer 
Apartado 458 
Santiago de Cuba, Cuba 
Drogueria Amiguet 
San Lazaro 902 
Havana, Cuba 


DENMARK 
SWEDEN 
Messrs. Hannerup Hansen Wiik & Co. A/S. 
Dampfaergevej 23 
Copenhagen, Denmark 
DOMINICAN REPUBLIC 
Jaime Méndez Sucs., C. por A. 
Apartado 27 
Ciudad Trujillo, Dominican Republic 
EAST AFRICA 
Messrs. Dalgetty & Company Ltd. 
Nairobi, East Africa 


Seciedad Comercial Anglo-Ecuatoriana, Ltda. 


wt s. 


Casilla 410 
Guayaquil, Ecuador 


EGYPT 





x Cristiani & Cia 
Farmacia Santa Lucia 
San Salvador, El Salvador 

ENGLAND 
The Armour Laboratories 
Lindsey Street—Smithfield 
London, E. C. 1, England 
FINLAND 
Messrs. Havulinne Oy. 
P.O. Box 468 
Helsinki, Finland 
FRANCE 
Messrs. Reyns & Maurel 
15 rue du Louvre 
Paris, France 
GERMANY 


Messrs. Tietgens & Robertson 

Messberghof 

Hamburg 1, Germany 
GREECE 

Messrs. Danon & Danon 


12 Kolocontroni Street 
Athens, Greece 





CHICAGO 11, ILLINOIS «© NEW YORK 11 


PHYSIOLOGIC 





SOUTHERN MEDICAL JOURNAL 17 
GUATEMALA NICARAGUA 
Julio R. Matheu Constantino Pereira & Cia., Ltda. 
Aeenate ~ P Managua, Nicaragua 
aie NORWAY 
HAITI 


Joseph Nadal & Cia. 
Port-au-Prince, Haiti 
HONDURAS 
Honduras Radio & Machine Co. 
(Luis F. Lazarus Co.) 
Tegucigalpa, Honduras 
HONG KONG 
imperial Chemical industries (China) Ltd. 
P.O. Box 107 
Hong Kong 
INDIA 
Messrs. Jubilee Pharmaceuticals Agency itd. 
14 Pollock Street 
Calcutta 1, India 
IRAN 
Etablissements Docteur Tebbi 


Siege Central 

Nasser Khosrow 

Saraye Rowcha 

Teheran, Iran 
iR. 


is Ezra 
ig 


ISRA 
Messrs. D. Liebermann & Co. 
“Pharmed” 
13 Petah-Tiqva Road 
Tel Aviv, Israel 


ITALY 
Messrs. Fi ica | ionale s.r.1. 
Palazzo Nuovo Borsa 3 
Piano No. 60 
Genova, Italy 

JAPAN 
Industries Export Corporation 
Tokyo, Japan 

MALAYA 
Messrs. Imperial Chemical Industries 
(Malaya) Ltd. 
Singapore 

MALTA 


Messrs. Fabri & Tonna 
43 Lascaris Wharf 
Valletta, Malta 


MEXICO 
Serral S. A. 
Fray Servando Teresa de Mier No. 120 
México, D. F., México 
NETHERLAND WEST INDIES 
Aruba Mercantile Company 
P.O. Box 106 
Oranjestad, Arubo 
Netherland West Indies 


NEW ZEALAND 


Messrs. Oral Supplies Ltd. 
Auckland, New Zealand 





CHICAGO 
THERAPEUTICS 


THROUGH 


Messrs. Tecknisk-Kjemisk A/S WA-MO 
Kong Oscarsgt 23 
Bergen, Norway 
PANAMA 
José Cabassa 
Apartado 148 
Panama, R. P. 


PARAGUAY 
Vicente Scavone & Cia. 
C. Correo 427 
Asuncién, Paragua 





nila, Philippine Republic 
PORTUGAL 


Messrs. Alves & Ca. (irmaos) 
Rua dos Correeiros 41-2nd 
Lisbon, Portugal 

PUERTO RICO 
luis Garratén, Inc. 
P.O. Box 2984 
San Juan, Puerto Rico 


SIAM 

Messrs. Wat Sam-Chin Dispensary 

93-95 Rama IV Road 

Bangkok, Siam 
SOUTH AFRICA 

Messrs. Petersen Ltd. 

3/22 Barrack Street 

Cape Town, South Africa 
SPAIN 

Messrs. Productos de Carne 

Apartado 548 

Barcelona, Spain 
SWITZERLAND 

Messrs. Helvepharm, G.m.b.H. 

Missionsstr 15 

Basel, Switzerland 
SYRIA 

Messrs. Bercoff & Fils 

Rue Al-Moutran 

B.P. 119 

Beyrouth, Lebanon, Syria 
URUGUAY 

Vicente F. Costa 

Juncal 1488 

Montevideo, Uruguay 
VENEZUELA 

Higia, C. A. 

Apartado 768 

Caracas, Venezuela 


THE ARMOUR LABORATORIES 


1LLINOIS, U.S.A 


BIORESEARCH 


» NEW YORK « DALLAS 4, TEXAS « SAN FRANCISCO 18, CALIFORNIA 
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parentoral 
control of edema... 


just one or two tablets daily— 
plus an 

occasional 

injection 


MERCUHYDBIN (ae 
with alembic acid = 


ORAL MERCURIAL DIURETIC 


(brand of meralluride) 


To secure the greatest efficacy and all the advantages 
of Tablets MERCUHYDRIN with Ascorbic Acid, a three-week initial 
supply should be prescribed...... 25 to 50 tablets. 
dosage. One or two tablets daily— morning or evening— preferably after meals. 
ave Bottles of 100 tablets. Each tablet contains meralluride 
60 mg. (equivalent to 19.5 mg. mercury) and ascorbic acid 100 mg. 






akeside 


aboratortés, INC.. MILWAUKEE 1. WISCONSIN 
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Common Denominator: 


PRURI 


CAL 


PROTECTIVE ANTIPRURITIC OINTMENT 


The special water-miscible base dries as a protective 


film. No bandaging required. Washes off easily. 


Calamine, 10%; glycerine, 5%; benzocaine, 1%; phenol, 0.5%; menthol, 0.25° 


NUMOTIZINE, Inc., Chicago 
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Urinary ‘Tract 
latectic 

















Because- 


@ It is quickly effective against the most com- 
mon urinary pathogens. 

@ Organisms seldom, if ever, develop resist- 
ance to this drug. 

@ Supplementary acidification unnecessary 
(except where urea-splitting organisms such 
as B. proteus occur). 

@ Itis exceptionally well tolerated—such com- 
plications as gastric upset, skin rashes, blood 
dyscrasias, or monilial overgrowth are un- 
likely to occur. 

@ No dietary or fluid restrictions are required; 
simply administer 3 or 4 tablets t.i.d. 

@ The comparatively low cost of MANDEL- 
AMINE* lessens the probability of com- 
plaints from patients about the high cost of 
medication. 


Suggested for use in the management 
of cystitis, pyelitis, pyelonephritis, 
prostatitis, nonspecific urethritis, 
and infections associated with neuro- 
genic bladder and urinary calculi, as 
well as for pre- and postoperative 
prophylaxis in urologic surgery. 
Supplied as enteric-coated tablets in 
bottles of 120, 500, and 1000. Com- 
plete literature and samples to physi- 
cians on request. 





NEPERA CHEMICAL CO., INC. 
NEPERA PARK, YONKERS 2, N. Y. 


*MANDELAMINE is the registered trademark of Nepera 
Chemical Co., Inc., for its brand of methenamine mandelate. 
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Low Toxicity 


Practically devoid 
of by-effects in 
therapeutic dosage 





RELIEVES spastic pain and discomfort 


a more effective antispasmodic (anticholinergic) drug 












Bronchospasm, cardiospasm, pylorospasm, biliary spasm, intestinal 
spasm, ureteral spasm and other spastic disorders of the gastro- 
intestinal and genito-urinary tracts are quickly and effectively 
combated with NEOTROPINE* Hydrochloride ‘Warner,’ the latest development 
of Warner research laboratories. This new anticholinergic drug 
“blocks” the undesirable nerve impulses. 

NEOTROPINE* Hydrochloride is of low toxicity and its use attended by mini- 
mum by-effects. The usual unwelcome complications of anti- 
spasmodic therapy such as dryness of the mouth and disturbances 
of the cardiovascular, respiratory or visual systems are not en- 
countered in the use of NEOTROPINE*. 

NEOTROPINE* Mydrechloride will be found highly effective as a parasym- 
pathetic inhibitor in all spastic (smooth muscle) disorders. 
Dosage: One tablet, 50 mg., of NEOTROPINE* Hydrochloride orally every 4 to 
6 hours, usually before each meal and at bedtime. In the average 
case a total daily dosage of 200 mg. (4 tablets) provides an ade- 
quate and satisfactory antispasmodic action. 


Packaging: WEOTROPINE* Hydrochloride ‘Warner’ is available in the form 
of sugar-coated oral tablets, 50 mg. each, bottles of 100. 


WILLIAM R. WARNER: Division of Warne 
New York * Los Angeles ° St. Louis 
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bbe biste uffproah 


To improve and strengthen the action of the failing 
heart through dilating the coronary arteries and to 
reduce the energy requirements of the heart by mild 
sedation, are widely desired treatment aims. A great 
host of physicians recognize theobromine and the 
sedative, phenobarbital, as admirably suited to 
these requirements. 


Abundant evidence exists that theobromine dilates 
the coronary arteries. Theobromine also provides 
safe myocardial stimulation and diuresis. TCS offers 
the excellent theobromine salicylate, highly efficient 
because of its extremely high intestinal solubility and 
absorbability, and uniformly well tolerated because 
of calcium salicylate, which reduces the gastric 
solubility of theobromine salicylate. 


DOSAGE: One to two tablets 3 to 4 times daily. Reduce with 
improvement. 

SUPPLY: In bottles of 50 and 250 tablets. Each TCS Tablet 
supplies 6 gr. theobromine salicylate. 1 gr. calcium salicylate and 
\4 gr. phenobarbital. 


WILLIAM P. POYTHRESS & CO., INC., RICHMOND, VA. 
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The Anticholinergic Action of Banthine in Peptic Ulcer 


—reduces the excessive vagal stimulation characteristic of the ulcer 
diathesis by inhibiting stimuli at . . . 

1. The parasympathetic and sympathetic ganglia. 

2. The effector organs of the parasympathetic system. 


4 

4 
By this action Banthine ® Suggested Dosage: 
consistently reduces hy- One or two tablets 
permotility and, usual- a fl | HH e (50 to 100 mg.) 
ly, h idity. i ; 
y, hyperacidity sROmIDE every six hours 

BRAND OF METHANTHELINE BROMIDE 


SEARLE eresearcu IN THE SERVICE OF MEDICINE 
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A MORE 

ADEQUATE 

APPROACH TO | 
MENOPAUSAL THERAPY 























TRANSIBARB Capsules provide three- 
fold, symptomatic relief in the manage- 
ment of the menopausal patient . . . adequate 
sedation . . . cerebral stimulation . . . control of vaso- 
motor instability. 


TRANSIBARB takes full advantage of the increasing use of a central 
nervous system stimulant combined with effective proportions of seda- 
tive medication. In addition, vitamin E is employed in the formula for 
its demonstrated efficacy in menopausal therapy. 


In geriatrics, too, TRANSIBARB tends to minimize nervous appre- 
hension in debjlitated and mentally depressed patients. 


Each TRANSIBARB Capsule contains phenobarbital, (Warning: 
May be habit forming), 14 gr., d-desoxyephedrine HCI, 2.5 mg., 
and vitamin E (dl-alpha tocopheryl acetate), 5 mg. 


DOSAGE: One capsule, an hour after breakfast; one capsule, 
an hour after lunch. In exceptional cases, a third capsule may 
be given, if required, an hour after the evening meal. 


TRANSIBARB 


TRADEMARK 


Sedative—Sympathomimetic 


SUPPLIED: Bottles of 500 and 1000 capsules, 
at all drug stores. 


Literature and 
samples to 
pbysicians 
on request. 


George A. Breon e. Company 


Pharmaceutical Chemists NEW YORK 18, N. Y. 
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Pregnancy ~ 


lactation CAPsuLes 


PATIENT-ACCEPTANCE assured because the color- 
ful two-tone, easy-to-swallow capsules, plus 
the dry powder “fill”, make PRECALCIN con- 
tinuously agreeable to all patients. There is no 
fish-oil aftertaste. 


ve 


eer. wre 


——— 


DOSAGE: 1 PRECALCIN Capsule three times 
daily, or more as prescribed. 


AVAILABLE: Bottles of 100, 500, and 1,000 
capsules. 


Each capsule contains: 


Dicalcium Phosphate (Anhydrous).........- 0.45 Gm ‘ 

eet I occ kccbnceseesexseanes 0.15 Gm. 

We I asc cceniiecteneene 2,000 U.S.P. Units ib 
Vitamin D (Irradiated Ergosterol)..... 400 U.S.P. Units” ~ o 
Thiamine Hydrochloride. .......+eeeeeee 3.00 mg. + 
MhoRevin.cccccccvcscecccescccecescees 2.00 “mg. 

Niacinamide.....cccccccccccccccccceces 1 0.00 yng. 

Aaentlhe AGE. .0csiccccccevecccsscsonee 30.00/mg. * 

Ferrous Gluconate......ceeeeeeseseeeees 45.00 mig~ ; 


*FnGrING CONDONE. ccccccccccececcesccese 0.07 mg. 








VITAMIN PRODUCTS, INC. Mount Vernon, N. Y. , 
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in urinary tract infections: 


ANTIBIOTIC 


DIVISION 


**...simple postoperative cysto-ureteritis responded 
very promptly to Terramycin. There was a prompt 
drop in temperature, disappearance of pyuria and 
bacilluria, and symptomatic relief.” The authors 
conclude that “in cases in which there is no organic 
or obstructive disease, the response to Terramycin 
as a urinary antiseptic is prompt and effective.” 


Douglas, R. G.; Ball, T. L., and Davis, 1. F.: 
California Med. 73:463 ( Dec.) 1950. 


CRYSTALLINE TERRAMYCIN HYDROCHLORIDE S 
¥ ~ 


available Capsules, Elixir, Oral Drops, Intravenous, 
Ophthalmic Ointment, Ophthalmic Solution. 


CHAS. PFIZER & CO.. INC.. Brooklyn 6, N. Y. 
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Ss a e 5 | 
Vi-S neral vitamin dro S CONTAINS 100% NATURAL VITAMIN D, 
THE SUPERIOR ANTI-RACHITIC ‘ 


Great Advance in Vitamin Therapy .. . this oil-in-water 2 

solution developed by the Research Laboratories of EE Ses: OE 

U. S. Vitamin Corporation. Clinical literature* em- VITAMIN A (natural) . 5,000 units : 
phasizes the superiority of aqueous solutions of VITAMIN D (natural) . 1,000 units 
vitamin A compared to oily solutions (such as per- ASCORBIC ACID. . 50 mg. 
comorph oils) ... THIAMINE ... . 1 mg. 
500% GREATER ABSORPTION eee + — 
RIBOFLAVIN .. . Ame. 

85% HIGHER LIVER STORAGE PYRIDOXINE... me. ' 

1/5th AS MUCH EXCRETION PANTOTHENIC ACID =. 2 mg. ‘ 


* Literature and samples upon request 


u.s.vitamin corporation 


casimir funk laboratories, inc. (affiliated 
250 e. 43 st., new york 17, n. y. 














28 SOUTHERN MEDICAL JOURNAL 







Continuous relief 


he ae 24 
: oo 50 


5 


6 


24-hour allergic protection . . . For the allergic patient, 

doubled duration of Pyribenzamine 

relief may be simply attained: 
R....§0 uncoated Pyribenzamine 

Tablets (so mg.) and 

50 specially-coated Pyribenzamine 

Delayed Action Tablets (50 mg.). 
Sig ...One of each after breakfast 

and after the evening meal. 


Pyribenzamine relief will be 
continuous, for the specially-coated 
Delayed Action Tablet begins 

4 { = to act as the effect of the uncoated 

Wea TD | tablet tapers off. This convenient 

. “two-tablet regimen” affords 

f the patient an allergy-free day 

Z| and a restful allergy-free night. 


2/i72am 


Ciba Pharmaceutical Products, Inc., Summit, New Jersey 
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TRANQUILLITY 





& * 
Sranguilige THE HYPERTENSIVE 


WITH CONSERVATIVE, GENTLE MEDICATION 


As a supplement to simple instructions on sensible living, the 
combined effects of sedation and vasodilation help to reduce 
nervous and vascular tension. 


Theominal exerts a general tranquilizing effect and thus helps 
to control emotional outbursts that may induce dangerous 


DOSE: | tablet two or = vascular crises. With continued administration of Theominal a 
three times daily. With 


improvement thedose | gradual reduction of blood pressure to a more normal level 
may be reduced or omitted f tl at waltel off te t a h 
periodically. Each tablet | frequently occurs with relief of hypertensive symptoms such as 


contains theobromine 5 = congestive headache, chest pains, vertigo and dyspnea. 
grains and Luminal® % 


grain. 
Winthrop-Stearns Inc. * New York 18, N. Y. « Windsor, Ont. 


THEOMINAL 


VASODILATOR SEDATIVE FOR ARTERIAL HYPERTENSION 


Supplied in bottles of 25, 100 and 500 tablets 


Theominal, trademark reg. U. S. & Canada 
Luminal, trademark reg. U. S. & Canada, brand of phenobarbital 
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rapid \and 





‘prolonged antacid action 
\ in hyperacidity and peptic ulcer 


(Ss fo 


S&S 


Alglyn, in convenient tablet form, exhibits the 
desirable qualities of rapid and lasting action. 
In ten minutes the pH is_ raised to approxi- 
mately 3.9 and remains above 3.0 for two 
hours. The acceptability of Alglyn is further 
enhanced by: 


high acid buffer capacity 

no acid rebound 

no alkalosis 

maximum pH of 4.5 even when given in excess 
small, pleasant-tasting tablets 

low aluminum content 

(40% less than dried aluminum hydroxide) 

® rapid disintegration 


Formulation: 

Each tablet contains 0.5 gram (7.7 grains) 
Dihydroxy Aluminum Aminoacetate, made by 
the chemical combination of Glycine, one of 
the amino acids, with Aluminum. 








PRODUCTS 
FOR THE MEDICAL 
PROFESSION 
Omir 






brayten 
pharmaceutical company 
CHATTANOOGA 9, TENNESSEE 


~ i ‘SS : ® 





Dosage: 

1 to 2 tablets after meals and upon retiring, or 
as prescribed by the physician. 

Supplied: 

0.5 gram tablets in bottles of 50 and 100, 
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mercially Available Gastric Antacids, J.A.Ph.A., Scien- 
tific Edition, 38: 586-588 (1949). 

Krantz, Kibler and Bell: “The Neutralization of Gastric 
Acidity with Basic Aluminum Aminoacetate,” J. Phar- 
macol. and Exper. Therap., 82: 247 (1944). 

3. Paul, W. D., and Rhomberg, C.: ‘Medical Management 
of Uncomplicated Peptic Ulcer,” J. Iowa M. Soc., 35: 
167-85 (1945). 

Holbert, J. M., Noble, Nancy, and Grote, I. W., J.A.Ph.A., 
Scientific Edition, 36: 149 (1947). 

Holbert, J. M., Noble, Nancy, and Grote, I. W., J.A.Ph.A., 
Scientific Edition, 37: 292-294 (1948). 


i) 


> 


y 





THE BRAYTEN PHARMACEUTICAL COMPANY 
CHATTANOOGA 9, TENNESSEE DEPT.SM-4 
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Before surgery --- 


After Surgery 


Picture the patient 
... before and after 


Today it’s common practice with many physicians and 
surgeons to document each significant case with photographs 
made before and after treatment. 

Common practice, too, is to use a Kodaslide Table Viewer, 
Model A, when presenting such pictures—particularly to 
small groups. This convenient projection outfit (illustrated) 
includes screen, projector, and changer in one unit. It takes 
standard 35mm. or Bantam slides, produces a brilliant image 
up to 5'4x7% inches in a fully lighted room. Weighs only 
1] pounds complete with sturdy case. 

Also available: Kodaslide Table Viewer, 4X. It provides 
sharp, radiant images enlarged over four times. Ideal for 
arranging and editing. 

For further details—see your nearest dealer or write: 


EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, N.Y. 


Serving medical progress through Photography and Radiography 
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Kodak products 
for the medical profession 
include: 

X-ray films, screens, and chemi- 
cals; electrocardiographic pa- 
pers and film; cameras and pro- 
jectors—still- and motion-pic- 
ture; enlargers and printers; 
photographic film—full-color 
and black-and-white (including 
infrared); photographic papers; 
photographic processing chemi- 
cals; microfilming equipment 
and microfilm. 
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Liver Function. Test 


For Intravenous Use 





EB. romsulphalein Sodium 


BROMSULPHALEIN SODIUM SOLUTION’ is used as a test of liver function, 
especially in suspected cases of cirrhosis, malignancy, hepatitis, obstructive 
and arensical jaundice. Normally the dye is removed rapidly from the blood 
stream by the liver, but in the presence of hepatic disease it is eliminated 
more slowly. The test is performed by injecting intravenously a test dose, 
after which the amount of dye retained in the blood is estimated color- 
imetrically by withdrawing a specimen of blood for comparison with a set 
of standards. 

BROMSULPHALEIN SODIUM is supplied in 3 cc. size ampules containing 
a 5% sterile aqueous solution, packaged in boxes of 10. Colorimeter 
standards prepared from permanent dyes are also available. 

Complete literature on request. 

*H. W. & D. Brand of Sulfobromophthalein-sodium, U. S. P. 


HYNSON, WESTCOTT & DUNNING, INC.., 


BALTIMORE |, MARYLAND 
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AFFERENT INNERVATION 
OF PERIPHERAL BLOOD VESSELS 
THROUGH SYMPATHETIC TRUNKS* 
ITS CLINICAL IMPLICATIONS 


By AvBert Kuntz, M.D.* 
St. Louis, Missouri 


The existence in the extremities of afferent 
spinal nerve fibers which traverse the communi- 
cating rami and the sympathetic trunk has been 
demonstrated both anatomically! and _physi- 
ologically? in experimental animals. These 
fibers reach the sympathetic trunk through the 
white communicating rami of the nerves which 
convey the preganglionic fibers concerned in the 
sympathetic innervation of the extremities and 
join the nerves to the extremities through their 
gray communicating rami, or sympathetic roots. 


Clinical data which support the assumption 
that afferent spinal nerve fibers reach the ex- 
tremities in man through the communicating rami 
and the sympathetic trunks are not wanting. As 
reported by White and Smithwick,’ section of 
the dorsal roots of all the spinal nerves from the 
third cervical to the second thoracic inclusive 
failed to abolish the pain of major amputation 
stump neuralgias in the upper extremities in cer- 
tain patients. Observations on patients with 
paralyzed limbs which were insensitive to the 
usual sensory tests, but in which deep pain was 
experienced, also support the assumption that 
some afferent fibers reach the extremities in as- 
sociation with the sympathetic nerves. Abolition 
of pain in the extremities, following lumbar sym- 
pathetic trunk extirpation, in patients in this 
category has been reported.’ The present investi- 
gation has been undertaken to obtain additional 





*Read in General Clinical Sessions, Southern Medical Associa- 
tion, Forty-Fourth Annual Meeting, St. Louis, Missouri, November 
13-16, 1950 

*This investigation has been aided by research grant, H-113, 
from the Division of Research Grants and Fellowships of the Na- 
tional Institutes of Health, United States Public Health Service. 


tSt. Louis University School of Medicine, St. Louis. 


data relative to the abundance of the afferent 
spinal nerve fibers which enter the extremities 
through the communicating rami and the sym- 
pathetic trunk, both in animals and in man, 
and relative to the functional nature of these 
fibers and their distribution in the extremities. 


METHODS 


In one series of cats the thoracic spinal nerves 
from the first to the eighth inclusive were divided 
unilaterally distal to the spinal ganglia, leaving 
the communicating rami intact, or the white com- 
municating ramus of the first thoracic nerve was 
severed and the sympathetic trunk was divided 
just caudal to the first thoracic ganglion. In 
another series of cats both roots of the lumbar 
nerves from the first to the fifth inclusive were 
divided distal to the spinal ganglia, leaving the 
communicating rami intact. The animals were 
kept alive 3 to 5 weeks following operation in 
order to insure complete degeneration of the 
divided myelinated fibers. They were then killed. 
From those in the first series, gray rami, or 
sympathetic roots, joining the brachial plexus, 
and from those in the second series gray rami, 
or sympathetic roots, joining the lumbosacral 
plexus were taken from both sides, stained with 
osmic acid and sectioned transversely in order 
that the myelinated fibers in the corresponding 
rami on both sides could be compared with re- 
spect to numbers and sizes. Human gray rami, 
or sympathetic roots, obtained at autopsy from 
both the brachial and the lumbosacral regions 
were prepared by the same technic. 


The data relative to the functional nature of 


the afferent fibers in question and their dis- . 


tribution in the extremities were obtained in part 
from stimulation experiments carried out on cats 
and in part from a patient in whom lumbar sym- 
pathetic trunk extirpation was carried out under 
local anesthesia. The animals prepared for stim- 
ulation experiments were subjected to transection 
of the spinal cord at the level of the third lumbar 
segment. Faradic stimulation was applied to 
nerve trunks, blood vessels, muscles and tendons 


—_ 


he ECS 


*, et 








674 


in the hind limb and to the lower lumbar and 
sacral portions of the sympathetic trunks. Reflex 
alterations in respiration and blood pressure were 
used as the criteria of conduction from the site 
of the stimulation into the spinal cord rostral to 
the transection. The stimulation experiments were 
carried out with the animals under nembutal® 
anesthesia. In the patient subjected to lumbar 
sympathetic trunk extirpation under local anes- 
thesia, mild galvanic stimulation was applied to 
the exposed sympathetic trunk before it was 
divided and again after it was divided between 
the communicating rami of the first and the 
second lumbar nerves. 


ANATOMICAL DATA 


Study of the cross sections of the gray com- 
municating rami taken from the cats which had 
been subjected to unilateral operation showed 
consistently that those taken from the side of 
the operation included fewer myelinated fibers 
than the corresponding ones taken from the 
opposite side. The difference was sufficiently 
great in every instance to warrant the conclusion 
that myelinated fibers had undergone degenera- 
tion on the side of the operation. The myelinated 
fibers which remained intact on the side on which 
the nerve roots had been divided, furthermore, 
were of small caliber. Most of the myelinated 
fibers in the gray rami on the side unoperated 
upon were larger than any of those which re- 
mained intact on the side of the operation (Figs. 
1A and B). These findings are in essential agree- 
ment, relative to the myelinated fibers in the 
gray communicating rami in the cat, with the 
results of our earlier study.! They support the 
assumption that the smallest of the myelinated 
fibers in the gray rami are postganglionic. Since 
no efferent fibers except those which arise in the 
sympathetic trunk ganglia are known to traverse 
the gray communicating rami, or sympathetic 
roots, it must be assumed that the myelinated 
fibers which underwent degeneration following 
operation represent afferent spinal nerve com- 
ponents. 

The myelinated fibers in the normal gray rami 
of the cat, as observed in the sections, vary in 
diameter from approximately 1.5 microns to 6.5 
or 7 microns. Those of the largest calibers are 
relatively few. Most of those which remain intact 
following section of the spinal nerve roots do not 
exceed 2 microns in diameter. 

The myelinated fibers in the gray rami which 
undergo myelin degeneration following section of 


SOUTHERN MEDICAL JOURNAL 





August 1951 


the corresponding spinal nerve roots are suf- 
ficiently numerous to be functionally significant. 
Since the dorsal spinal nerve roots also include 
unmyelinated fibers, it need not be assumed that 
the fibers in the gray communicating rami which 
undergo myelin degeneration, following section 
of the nerve roots, are the only ones of spinal 
ganglion origin which traverse these rami. The 
number of myelinated fibers in a normal gray 
ramus, minus the number in the corresponding 
ramus on the opposite side in which the myelin- 
ated dorsal root fibers have undergone degenera- 
tion, consequently, need not be regarded as 
representing the maximum number of afferent 
nerve fibers which normally traverse these rami. 

The osmic acid preparations of the human gray 
communicating rami, like those of the normal 
gray rami of the cat, exhibit myelinated fibers 
which vary in caliber within a wide range. Both 





Fig. 1 


(A and B) Camera lucida outlines of cross-sections of osmic acid 
preparations of left (A) and right (B) sympathetic roots (gray 
communicating rami) of the first sacral nerves in a cat 21 days 
after section of both roots of the left lumbar spinal nerves from 
the first to the fifth inclusive showing distribution of myelinated 
fibers. (C) Camera lucida outline from a cross-section of an osmic 
acid preparation of a sympathetic root of a lower lumbar nerve in 
man showing distribution of myelinated fibers. 
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the smallest and the largest myelinated fibers in 
the human gray rami are larger than the cor- 
responding fibers in the gray rami of the cat. 
The percentage of the fibers which are myelinated 
also appears to be greater in the human rami 
than in those of the cat (Fig. 1C). In view of the 
finding in the gray rami of the cat that all the 
myelinated fibers which remained intact follow- 
ing degeneration of the fibers of spinal ganglion 
origin were of small caliber, it appears to be rea- 
sonable to assume that in the human gray rami, 
as in those of the cat, the smallest myelinated 
fibers represent postganglionic sympathetic fibers, 
and that those of medium and larger caliber 
represent afferent spinal nerve fibers. The num- 
ber of fibers in this category in the gray com- 
municating rami which join the brachial and the 
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Fig. 2 


Diagrammatic illustration of the anatomical relationships of 
afferent thoracic nerve fibers which reach the upper extremity 
through the sympathetic trunk and communicating rami in man. 
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lumbosacral plexuses in man are sufficiently great 
to account for relatively large numbers of afferent 
fibers in the extremities which reach them 
through the communicating rami and the sym- 
pathetic trunk. The anatomical relationships of 
the afferent nerve fibers which enter the upper 
extremity in man through the sympathetic trunk 
and the communicating rami are illustrated dia- 
grammatically in Fig. 2. The anatomic relation- 
ships of those which enter the lower extremity 
through the sympathetic trunk and the com- 
municating rami are illustrated diagramatically 
in Fig. 3. 


EXPERIMENTAL DATA 


In cats in which the spinal cord has been 
transected in the third lumbar segment, faradic 
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Diagrammatic illustration of the anatomical relationships of 
afferent lumbar nerve fibers which reach the lower extremity 
through the sympathetic trunk and communicating rami in 
man. 











a. Tet” 


a 


as 








stimulation of large nerves, such as the sciatic 
and the femoral, resulted in a slight rise in blood 
pressure, as indicated by kymographic records, 
and slight alterations in respiration. Stimulation 
of the sympathetic trunk in the lower lumbar or 
the sacral segments elicited similar blood pressure 
and respiratory responses. These findings are in 
agreement with the results of earlier stimulation 
experiments in which massive electric or me- 
chanical stimulation in the hind limb, following 
transection of the spinal cord at the level of the 
third lumbar segment, or in the forelimb, fol- 
lowing section of the roots of all the spinal nerves 
from the third cervical to the first thoracic in- 
clusive, elicited reflex dilation of the pupils. 
They corroborate the demonstration of conduc- 
tion from the hind limb into the spinal cord 
through afferent spinal nerve fibers which tra- 
verse the sympathetic trunk. 


Stimulation of distal branches of the nerves 
in the hind limb elicited no appreciable altera- 
tions in blood pressure or respiration. Stimula- 
tion of the skin, muscles, tendons or blood vessels 
separated from adjacent nerve trunks, likewise, 
failed to elicit appreciable alterations in blood 
pressure or respiration. As indicators of afferent 
conduction through the sympathetic trunk, blood 
pressure and respiration rate obviously are not 
sufficiently delicate to record the response except 
when massive stimulation is employed. This 
method, therefore, is not adequate for an analysis 
of the distribution in the limb of afferent nerve 
fibers which enter it through the sympathetic 
trunk. 


Through the courtesy of Drs. Kenneth B. 
Coldwater and Henry Schwartz, II, Veterans 
Hospital, Jefferson Barracks, Missouri, the writer 
has been privileged to observe the effects of 
direct stimulation of the sympathetic trunk, ex- 
posed under local anesthesia, in a human subject. 
The patient, a white man 54 years of age, com- 
plained of claudication and limitation in walking 
to one and one-half blocks. The episodes of 
aching pain, which were preceded by sensations 
of heaviness in the calves, were relieved by stand- 
ing still or sitting one to five minutes. At times 
he suffered stinging and pricking pains in the 
soles of the feet. The lumbar portion of the left 
sympathetic trunk was exposed through a muscle 
splitting incision. After it was freed from the 
overlying prevertebral fascia, mild galvanic stim- 
ulation applied to the sympathetic trunk between 
the second and the third lumbar ganglia resulted 
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in pain which caused the patient to cry out. 
Section of the sympathetic trunk between its 
connections with the first and the second lumbar 
nerves also caused intense pain. Following divi- 
sion of the sympathetic trunk between its con- 
nections with the first and the second lumbar 
nerves, galvanic stimulation of the same strength 
applied to it both rostral and caudal to the sec- 
tion caused intense pain. The connections of the 
sympathetic trunk with the second lumbar nerve 
were then interrupted. After this, galvanic stimu- 
lation applied to it caudal to the section caused 
no pain, but the patient experienced a sensation 
of warmth in the lower extremity. The pain 
caused by stimulation of the sympathetic trunk 
was felt in the lower extremity and in the inguinal 
region in every instance. It was recognized by 
the patient as deep rather than cutaneous. The 
nerve fibers through which the impulses of pain 
were conducted centrad obviously entered the 
spinal cord through the second lumbar and more 
rostral spinal nerves. 


DISCUSSION 


The results of the histologic studies of normal 
gray communicating rami, or sympathetic roots, 
which join the brachial plexus in the cat and 
the corresponding rami after degeneration of the 
myelinated fibers which are interrupted by sec- 
tion of the dorsal roots of the thoracic spinal 
nerves from the first to the eighth inclusive show 
clearly that afferent components of spinal nerves 
caudal to those which send somatic rami into the 
upper extremity reach the extremity through the 
sympathetic trunk and communicating rami. 
The results of studies of the normal gray com- 
municatimg rami which join the lumbosacral 
plexus and the corresponding rami after degenera- 
tion of the myelinated fibers which are inter- 
rupted by section of both roots of the lumbar 
spinal nerves distal to the spinal ganglia from the 
first to the fifth inclusive, likewise, show that af- 
ferent components of the upper lumbar and prob- 
ably of the lower thoracic nerves reach the lower 
extremity through the sympathetic trunk and 
communicating rami. The similarity, with re- 
spect to myelinated fibers, of the gray communi- 
cating rami which join the brachial and the 
lumboscral plexus in man and the corresponding 
rami in the cat, supports the assumption that in 
man, as in the cat, afferent nerve fibers enter the 
extremities through the sympathetic trunk and 
communicating rami. 


The experimental data obtained previously” 
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and in the present study corroborate the histo- 
logic findings. They demonstrate conduction 
from the limbs into the spinal cord through 
afferent fibers which traverse the sympathetic 
trunk and enter the spinal cord through the 
dorsal roots of the nerves which convey the cor- 
responding preganglionic sympathetic fibers. 

Since the limb is insensitive to all the ordinary 
sensory tests for both exteroceptive and proprio- 
ceptive sensitivity following section of the roots 
of all the spinal nerves which send somatic rami 
into it, the afferent pain conducting fibers which 
reach the limb through the sympathetic trunk 
obviously are not generally distributed to the 
skin and the muscles. The finding of Threadgill 
and Solnitzky® in the dog, with the oscilloscope 
attached to the distal segment of the sympathetic 
trunk severed in the lumbar region, that meas- 
urable impulses could be observed when lactic 
acid was injected into the ipsolateral femoral 
artery, suggests that direct stimulation of blood 
vessels may result in afferent conduction through 
the sympathetic trunk. The occurrence of deep 
pain in the lower extremity in man caused by 
mild galvanic stimulation of the sympathetic 
trunk in the lumbar region, as observed in the 
present investigation, affords no conclusive evi- 
dence relative to the exact distribution of afferent 
nerve fibers which reach the extremity through 
the sympathetic trunk, but it favors the assump- 
tion that they are distributed in relation to the 
blood vessels. The occurrence of deep pain in 
human limbs which are insensitive to the usual 
sensory tests, and in which the only afferent 
nerve fibers which remain intact are those which 
traverse the sympathetic trunk, supports the 
assumption that the fibers in question are dis- 
tributed in relation to the blood vessels. 

In a series of ten patients, as reported by 
Walker and Nulsen,° silver clips were placed on 
the intact sympathetic trunk at the level of the 
third thoracic segment during operations carried 
out for the sympathetic denervation of the upper 
extremity by preganglionic section. Insulated 
wires attached to the clips were brought out 
through the incisions and included in the sterile 
dressing. Mild faradic stimulation of the sympa- 
thetic trunks through these devices at intervals 
48 hours to 8 days after operation resulted in 
pain in the vicinity of the clip and along the 
adjacent intercostal nerves, but in three of the 
ten patients it also resulted in burning, tingling 
and pricking pains in the arm and the hand. The 
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pain felt in the upper extremity in these patients 
obviously was mediated through afferent nerve 
fibers which traversed the sympathetic trunk. 
The character of the pain, furthermore, suggests 
that it was associated with the blood vessels. 

The afferent nerve fibers which traverse the 
sympathetic trunk probably do not belong to the 
same functional category as those which conduct 
impulses of pain from the integument, but their 
capacity to mediate pain is amply demonstrated. 
In a patient with severe phantom pains following 
a mid-thigh amputation, Echlin’ observed that 
direct electrical or mechanical stimulation of the 
sympathetic trunk in the lumbar segments, ex- 
posed under local anesthesia, resulted in pain in 
the limb, including phantom pain in the foot. 
Following section of the sympathetic trunk 
rostral to the third lumbar ganglion, its stimula- 
tion rostral to the section produced similar re- 
sults, but stimulation of the sympathetic trunk 
caudal to the section resulted in only mild pain, 
probably due to the presence of some dorsal root 
fibers which reached the sympathetic trunk 
through a white communicating ramus caudal to 
the section. In two other patients with severe 
pain in the foot due to inadequate circulation 
caused by arteriosclerosis, stimulation of the in- 
tact sympathetic trunk and stimulation of its 
rostral portion following section of the trunk 
above the third lumbar ganglion, while the pa- 
tient was recovering from sodium pentobarbital 
anesthesia, resulted in pain of sufficient intensity 
to cause an outcry. The same stimulation applied 
to the sympathetic trunk caudal to the section 
elicited no pain response. 

Deep burning, pricking and tingling sensations 
in lower extremities which are paralyzed and 
insensitive to the usual tests for exteroceptive 
and proprioceptive sensitivity following a trans- 
verse lesion of the spinal cord are common clini- 
cal phenomena. Such cases, in which the pains 
were alleviated following extirpation of the lum- 
bar sympathetic trunk, have been reported by 
Slaughter® and by Hyndman and Wolkin.5 The 
data obtained from patients in this category 
support the assumption that afferent nerve fibers 
in the limb which remain patent following aboli- 
tion of responsiveness to the kinds of stimulation 
commonly used in tests for exteroceptive and 
proprioceptive sensitivity are associated with the 
blood vessels. 

Experimental and clinical data support the 
assumption that the sympathetic vasomotor 
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nerves play a causative role in the production 
of pain associated with deficient circulation par- 
ticularly in the extremities. Painful stimulation 
undoubtedly may result in increased reflex vaso- 
motor tonus in the area in question. An area 
which has become painful due to reduction in 
its blood supply, consequently, tends to become 
increasingly ischemic due to increased reflex 
vasomotor tonus. The data obtained from pa- 
tients with paralyzed extremities in which burn- 
ing and pricking pains and tingling sensations 
arise spontaneously support the assumption that 
the afferent nerve fibers which reach the ex- 
tremity through the sympathetic trunk not only 
conduct impulses which result in painful sensa- 
tions but also impulses which reflexly activate 
the patent sympathetic nerves in the extremity. 
Such reflex stimulation tends to increase vaso- 
motor tonus in the extremity and thus to aggra- 
vate the pain. Sympathectomy in the treatment 
of patients in this category not only interrupts 
the afferent nerve fibers through which the pain 
is mediated, but also abolishes the vasomotor 
reflex tonus and thus insures improvement in the 
circulation of the limb within the limits imposed 
by the paralysis of the skeletal muscles. 


The improvement in the circulation in an ex- 
tremity brought about by its sympathetic de- 
nervation appears to be sufficient, in many pa- 
tients, to abolish pain associated with deficient 
circulation. The significance of interruption of 
afferent fibers which traverse the sympathetic 
nerves is not apparent in such cases. In certain 
patients with amputation stump pains, section 
of the dorsal roots of all the nerves of which 
somatic rami convey fibers directly into the ex- 
tremity has failed to abolish the pain. In such 
patients, sympathetic denervation of the ex- 
tremity in conjunction with dorsal root section 
has been more effective for the relief of the pain 
than dorsal root section alone. The residual pain 
following dorsal root section, consequently, must 
have been mediated by the afferent fibers which 
traversed the sympathetic trunk. Sympathetic 
denervation of the blood vessels undoubtedly is 
a significant factor in the alleviation of pain in 
many patients in which vascular hypertonus or 
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vasospasm is a causative factor in the production 
of the pain. Interruption of the afferent fibers 
associated with the sympathetic nerves, however, 
eliminates one of the important afferent path- 
ways through which such pain is mediated. 


SUMMARY 


The occurrence in the extremities of afferent 
spinal nerve fibers which traverse the sympa- 
thetic trunk and communicating rami-has been 
demonstrated in the cat by the use of both ana- 
tomic and physiologic experimental technics. 
Histologic studies of osmic acid preparations of 
gray communicating rami, or sympathetic roots, 
which join the brachial and the lumbosacral 
plexuses in man, in comparison with the cor- 
responding rami in the cat, indicate that in man, 
as in the cat, some afferent spinal nerve fibers 
reach the extremities through the sympathetic 
trunk. The assumption that some of the fibers 
in question conduct impulses of pain is supported 
by both experimental and clinical data. They 
are not generally distributed to the skin and the 
muscles of the extremity, but appear to be dis- 
tributed chiefly in relation to blood vessels. Such 
fibers play a significant role in the mediation of 
deep pain in the extremities, particularly pain 
of vascular origin. The relief of pain in extremi- 
ties following sympathectomy in some patients 
appears to be due to interruption of pain con- 
ducting dorsal root fibers which traverse the 
sympathetic trunk. 
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DIFFERENTIAL DIAGNOSIS OF PRE- 
CANCEROUS AND CANCEROUS 
LESIONS OF THE MOUTH* 


By Asuton L. Wetsu, M.D. 
Cincinnati, Ohio 


It is impossible in this presentation to discuss 
comprehensively all of the pathologic conditions 
that may simulate precancerous and cancerous 
lesions of the oral mucosa. 


The diagnosis of oral cancer can be suspected, 
clinically, in most cases. In general, any growth 
or swelling that is progressive or shows no re- 
gression in a month, and any ulceration in the 
mouth that does not respond to treatment in two 
weeks should be considered cancer until proved 
otherwise. A positive diagnosis depends upon 
histologic study of a biopsy specimen. 


EPITHELIOMAS 


Epithelioma of the lips is the most common 
oral cancer. It is frequently seen in heavy 
smokers, farmers and others exposed to the ele- 
ments. Often, a history is obtained of a cold 
sore, a blister, a chronic fissure, a chronic ulcer, 
or a scab which peeled off leaving a bleeding sur- 
face and then formed again. Basal cell epithe- 
liomas seldom develop primarily on the mucous 
membranes but usually develop on the cutaneous 
aspect of the lips, and, more frequently, on the 
upper lip. The vermillion border of the lip may 
become involved by peripheral extension from 
lesions beginning on the skin. Basal squamous 
cell epitheliomas may behave similarly. Squamous 
cell epitheliomas usually develop on the vermillion 
border or on the mucosal surface of the lips, and 
more commonly involve the lower lip. 


The basal cell epithelioma often begins as a 
discrete pinhead to pea-sized nodule which is 
covered by thinned epithelium. As the nodule 
enlarges it remains well circumscribed and has 
a firm, white or gray, pearly, translucent, rolled 
edge. The center of the lesion usually becomes 
ulcerated and crusted. The removal of the crust 
causes bleeding and reveals a pearly, nodular 
base. When the tumor enlarges, local destruction 
occurs in the center, and the edges may become 
undermined. The lesion may attain considerable 
depth and may involute in the center, forming a 





*Read in Section on Dermatology and Syphilology, Southern 
Medical Association, Forty-Third Annual. Meeting, Cincinnati, 
Ohio, November 14-17, 1949. 
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cicatrix. Basal cell epitheliomas form relatively 
slowly and may become pigmented, in which case 
they may be confused with melano-epitheliomas. 
Basal cell epitheliomas are locally malignant. 
They do not metastasize as such. If metastasis 
eventuates, it is evidence that transition to basal 
squamous cell or squamous cell epithelioma has 
occurred. 


Basal squamous cell epitheliomas regularly 
occur on the skin and may extend to the mucous 
membranes, but, occasionally, arise primarily on 
the mucous membranes. They may appear as 
plaques, discrete nodules or ulcers. It is prac- 
tically impossible to distinguish, clinically, be- 
tween basal cell and basal squamous cell types, 
although the latter may exhibit more rapid 
growth. Basal squamous cell epitheliomas repre- 
sent a metamorphosis of basal cell to squamous 
cell epitheliomas. It is important that they be 
differentiated from basal cell epitheliomas, since 
basal squamous cell epitheliomas may metastasize. 
The prognosis of this type approximates that of 
a grade 2 squamous cell epithelioma.! 


Practically all carcinomas on the mucous mem- 
branes of the mouth are squamous cell epithe- 
liomas, if nondermatological neoplasms, such as 
sarcomas, tumors of the parotid glands, and 
melano-epitheliomas are excluded. Observations 
of Wile and Hand,? Lamb and Eastland,’ and 
others indicate that approximately 95 per cent of 
squamous cell epitheliomas of the lips involve the 
lower lip, and that less than 5 per cent occur in 
women. Squamous cell epitheliomas of the lip are 
commonly of two clinical types: the papillary, 
superficial type, and the ulcerative, infiltrative 
type. The papillary, superficial type may evolve 
from leukoplakia, senile keratosis or persistent 
cheilitis. This type may develop into verrucous, 
fungoid or cauliflower-like tumors, and usually 
remains locally malignant for a considerable 
period. Histologically these lesions most often 
prove to be grade 1 or 2 (Broders). The ulcera- 
tive type may begin from a minor injury or fis- 
sure and tends to break down and metastasize 
early. This type commonly appears as a crateri- 
form ulcer with a wide, rolled, pearly border 
which is more indurated than the border of a 
basal cell epithelioma. It has a more serious 
prognosis and is usually grade 3 or 4. The local 
or regional lymph nodes are enlarged in approxi- 
mately 30 per cent of the cases, due either to 
metastasis, to secondary infection in the lesion, 
or to both. In Lamb’s series of 318 cases, only 
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one-fourth of those with palpable glands were 
proved to have cancer metastasis. Inside the 
mouth, squamous cell epitheliomas appear as 
superficial ulcers, diffuse plaques or nodules. In 
rapidly growing lesions the border is indurated 
and ulceration appears early. Induration is 
regularly present beneath all squamous cell epi- 
theliomas, and in the rapidly growing lesions may 
be the only clinical feature of neoplasm. 


ORAL CANCERS OTIQZER THAN EPITHELIOMAS 


Adenocarcinoma occasionally arises from the 
smaller alveoli or in the ducts of the mucous 
glands of the oral cavity, particularly those lo- 
cated on the palate, but rarely from the salivary 
glands. Scirrhous and medullary types are seen. 
Scirrhous lesions possess a firm, hard base and 
an irregular surface. In the medullary type, the 
tumor is soft, grows and extends rapidly to the 
regional lymph nodes. This nodular mass tends 
to ulcerate and bleed. The diagnosis in both 
types depends upon histologic examination. 


Sarcomas of various cell types occur on the 
lips, gums, tongue, palate, tonsils and occasion- 
ally elsewhere in the mouth. On the lip the sar- 
coma begins as a small, red, firm, circumscribed, 
painless nodule whose surface usually ulcerates 
early. Clinically, it may closely resemble a 
chancre or epithelioma. On the gingiva this lesion 
may be soft or fungoid. Its growth is usually 
rather rapid but depends on the type cell com- 
prising the tumor. Metastasis to the regional 
lymph glands may occur early. The correct 
diagnosis depends entirely upon the histologic 
findings. 


PRECANCEROUS DERMATOSES 


Leukoplakia is the most common precancerous 
lesion involving any or all portions of the labial 
and oral mucosa. The sites most commonly in- 
volved are the cheeks, the gums, the dorsum and 
sides of the tongue and the lips. The early lesions 
are asymmetrically distributed. Usually one area 
becomes involved and peripheral extension occurs. 
Other discrete patches of varying size and diverse 
outline may occur. They are sharply demarcated, 
irregular in outline, dull-white or gray in color 
and either flattened or slightly elevated above the 
general level of the mucous surface. The disease 
may occur in pinhead-sized, discrete or confluent 
papules, which are often grouped in linear streaks. 
The patches feel rough, and are made up of 
hyperkeratinized epithelium forming an adherent 
pellicle. Removal of the pellicle produces bleed- 
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ing. Often, the surface exfoliates and ulcerates. 
As the lesion progresses it may become verrucous 
or vegetating. Infiltration, nodulation or fissuring 
may follow. When these changes have occurred, 
epithelioma has almost surely developed and is 
squamous cell in type. Malignant change even- 
tuates in 20 to 30 per cent of the cases of leuko- 
plakia in the mouth.* 


Leukoplakia, secondary to syphilis occurring 
on the tongue, is regularly preceded by syphilitic 
atrophic glossitis. Leukoplakia of the commis- 
sures of the mouth and the lip is most suggestive 
of syphilis. Leukoplakia of the palate is usually 
associated with enlargement of the palatine glands 
and dilatation of their orifices. Papular leuko- 
plakia of the palate appears as gray, flat-topped 
papules or red, hemispherical papules as described 
by Cummer.5 There are no associated skin le- 
sions. The histologic changes are diagnostic. 


Keratosis senilis occurs on the lips, especially 
on the lower lip. It is precancerous since at least 
20 per cent of such lesions eventuate into squa- 
mous cell epitheliomas. These lesions are small, 
round or oval, but occasionally are linear and 
may cover half the surface of the lip. They are 
flat, sometimes slightly elevated, pink or red, 
dry or slightly greasy, scaling spots with a slight 
pucker, a heaping up of scales or horny coherent 
crusts. On removal of the scales or crusts, there 
remains a red, moist, uneven, pitted surface which 
bleeds readily and is sometimes superficially ul- 
cerated. No inflammatory halo is present around 
stationary lesions. The appearance of such a 
halo, of even slight infiltration, or of bleeding 
when the crust is removed may be indication of 
the development of epitheliomatous change in any 
senile keratosis. Senile keratoses are regularly 
seen in people past* middle age and occur on 
exposed surfaces. The lesions often accompany 
other changes characteristic of senile skin, such 
as atrophy, hyperpigmentation, dryness and scal- 
ing. These facts aid in the differential diagnosis. 
The histologic picture is diagnostic. 


Roentgen or radium therapy may produce re- 
sidual changes which are definitely precancerous. 
The areas of atrophy, telangiectasia and hyper- 
pigmentation resulting from radiation therapy to 
lesions on or near the lips may eventuate in the 
development of epitheliomatous changes on the 
lips. The appearance of any infiltrated, hyper- 
keratotic or crusted area with an inflammatory 
halo indicates the development of malignant 
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change in that area. Biopsy should be done on 
any suspicious area. 


Cornu cutaneum occurs on the lips and often 
develops from a senile keratosis. It appears as 
an irregular-shaped or sized, corneous eminence 
projecting from the lip surface pointing in any 
direction. Infiltration in the base or an inflam- 
matory halo usually indicates precancerous or 
cancerous change. Approximately 12 per cent of 
cutaneous horns develop epitheliomatous change 
in the base. 


Arsenical keratoses may occur on the mucous 
membranes. On the lip they simulate senile 
keratoses or early epitheliomas. Sometimes ir- 
regular, superficial, plaque-like lesions, simulating 
superficial epitheliomatosis, but without the 
thread-like, pearly border occur on the cutaneous 
surfaces of the lips and extend to involve the 
vermillion borders, or the labial or buccal mucosa. 
Moist and keratotic lesions may be arranged in 
an arciform configuration simulating Bowen’s 
disease. There may or may not be associated 
keratoses on the palms, soles, face, scalp or trunk. 
Arsenical pigmentation may or may not be pres- 
ent. About 20 per cent of arsenical keratoses 
develop into squamous cell epitheliomas. The 
histopathologic picture varies from that seen in 
senile keratoses, sqaumous cell epitheliomas, or 
in Bowen’s disease. Arsenic can usually be dem- 
onstrated in greater amounts in the lesions than 
in the surrounding tissue. 


Bowen’s disease of the oral mucosa cannot be 
diagnosed clinically with certainty. It can only 
be suspected, and then confirmed by histopatho- 
logic study. The early lesions are described as 
well defined, red, glossy, slightly infiltrated areas. 
The surface may be covered by a thick or mod- 
erately thick, hyperkeratotic, spongy membrane. 
Later, these lesions become nodular or papil- 
lomatous. These changes are followed by ulcera- 
tion and infiltration of the base and, eventually, 
of the tissue around and beneath these lesions. 
Regional adenopathy may appear. The histo- 
pathology shows dyskeratosis typical of Bowen’s 
disease and an intra-epidermic or infiltrating 
epithelioma of peculiar cellular characteristics. 
The author and others, including Montgomery,® ” 
believe these changes are present from the incep- 
tion of the lesion and that it is simply a moist 
type of epithelioma with the phenomena of in- 
dividual cell keratinization. True Bowen’s disease 
eventuates in squamous cell epithelioma and 
never in basal cell epithelioma. 
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Erythroplasia of Queyrat characteristically oc- 
curs on the glans, the prepuce and the vulva, but 
also has been reported as occurring on the buccal 
mucosa involving the tongue, lips and cheeks. 
These lesions appear as well-defined areas with 
brilliant red, velvety, shiny surfaces. They pro- 
gress slowly and are resistant to local therapy. 
The appearance of infiltration or nodulation indi- 
cates the development of epitheliomatous change 
(usually squamous cell in type). Epitheliomatous 
change may be found on biopsy to be present in 
very superficial lesions exhibiting no infiltration 
or nodulation. Some of these cases, on biopsy, 
may be found to represent an early moist stage 
of leukoplakia with the histologic features of 
squamous Cell epithelioma in situ. This condition 
is particularly prone to early metastasis. 


Padget’s disease has been reported in many 
extramammary sites including the mucous mem- 
branes. Careful clinical and histopathologic 
analysis reveals that most of the reported lesions 
of the mucous membranes have been moist, super- 
ficial, squamous cell epitheliomas in situ. A few 
of the reported lesions have appeared to fulfill 
the requirements of extramammary Padget’s dis- 
ease, including the presence of Padget’s cells. 
The lesions may appear as plaques resembling 
leukoplakia, or appear as denuded, red, moist 
areas, superficial ulcers, or nodules. Induration 
in and around these lesions indicates local malig- 
nant extension. Diagnosis can be made by histo- 
pathologic study. 


Lentigo maligna (junction nevus) may occur 
on the vermillion border of the lips. It begins as 
a brownish macule, which enlarges slowly. The 
lesion may extend peripherally as a solid black, 
blue-black or brown plaque. Eventually the 
center of the lesion becomes elevated in the form 
of a globular tumor, usually deeply pigmented, 
but occasionally nonpigmented. Satellite lesions 
may appear. The tumor extends through the 
lymphatics, and tumor cells appear in the regional 
lymph nodes. The junction nevus cannot be 
distinguished from nonelevated nevus pigmen- 
tosus or lentigo by difference in color or clinical 
variation. Nevus pigmentosus is present at birth 
and normally does not enlarge after the first few 
years of life. Lentigines appear later in life and 
grow to a definite size after which they exhibit 
no further extension. One should be suspicious 
of any brown macule of recent appearance. 


Xeroderma pigmentosum may be associated 
with lesions which involve the vermillion border 
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of the lips. These lesions may arise on adjacent 
cutaneous surfaces and extend peripherally to 
involve the vermillion border, or may arise di- 
rectly on the vermillion border. Warty growths, 
atrophic spots, hyperpigmented macules and 
telangiectases may occur individually or in any 
combination, just as they do on the skin in this 
disease. The warty or hyperkeratotic lesions 
regularly become malignant. The resulting epi- 
theliomas are usually basal cell in type but basal 
squamous and squamous cell types may occur. 
The clinical features are the same as those already 
described in this location for the various types of 
epitheliomas. If the entire cutaneous symptoma- 
tology is considered, this disease is such a char- 
acteristic disorder that an error in diagnosis is 
hardly possible. 


DISEASES OF QUESTIONABLE PRECANCEROUS 
NATURE 


Cheilitis glandularis apostematosa appears on 
the vermillion border of the lips, particularly 
the lower lip. Occasionally it may involve the 
mucous membrane side of the lips. The lip is 
swollen, tumid, tense, and marked by pin-point 
to hemp-seed sized elevations representing mu- 
ciferous glands with dilated orifices. The glands 
may be felt as nodular masses. The orifices 
admit a probe and exude a thin mucoid or muco- 
purulent fluid which gives the lips a glazed 
appearance. Crusting and macrocheilia occur. 
The diagnosis is based on the objective symp- 
toms. The histopathologic findings are diag- 
nostic. A large proportion of these lesions become 
epitheliomas. 


Cheilitis exfoliativa is characterized by the 
formation of scales and crusts limited to the 
vermillion border of the lips. There is constant 
exfoliation of scales and crusts, of varying thick- 
ness and size. On removal of the crusts a red- 
dened and slightly fissured surface remains. New 
crusts quickly form. The failure of development 
of ulceration, pearling, induration and adenopathy 
differentiates this condition from epitheliomas. 
Senile keratoses are usually more localized, drier 
and less inflammatory. Histologic examination 
aids in the diagnosis. 


Dyskeratosis follicularis (Darier’s disease) is 
occasionally seen on the oral mucous membrane. 
It involves, primarily, the hard palate, and ap- 
pears as sharply circumscribed, round, umbili- 
cated, slightly elevated papules of hemp-seed 
size. Their color does not vary from that of the 
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surrounding mucosa. No inflammation or erosion 
has been observed. The condition is very chronic, 
but usually disappears spontaneously, in time. 
These oral lesions are thought to be precancerous 
by some observers. The accompanying cutaneous 
lesions and histologic examination establish the 
diagnosis. 


NONPRECANCEROUS LESIONS WHICH MAY 
RESEMBLE LEUKOPLAKIA 


Secondary syphilis of the erosive type, the 
mucous patch, begins as a small grayish spot 
(opaline plaque) which enlarges to about one- 
half inch in diameter. It is round or oval, 
sharply defined, void of inflammatory areola, 
covered by a graying, easily removable mem- 
brane. The diagnosis is established by the accom- 
panying cutaneous and systemic symptoms, the 
positive serologic tests, darkfield examination and 
the course of the oral lesions. 


Lichen planus usually is distributed sym- 
metrically on the inner surfaces of the cheeks. 
It arises opposite the posterior molars, the tongue, 
lips, epiglottis and the gingiva. The early lesions 
appear as small whitish or grayish, smooth, vel- 
vety, slightly projecting, grouped or isolated, 
rounded papules which may have a slight in- 
flammatory halo. They may be arranged in an 
annular, linear or spiderweb pattern, or coalesce 
to form white, shiny plaques with a reticulated 
appearance. If the area is put on tension, the 
individual papules may still be distinguished. 
Commonly, discrete papules or papules arranged 
in irregular lines are observed satellite to the 
plaque. On the dorsum of the tongue irregular 
streaks and plaques as well as individual papules 
occur. These may seem flat or shiny, appear 
thickened and spongy, or umbilicated. The 
plaques differ from leukoplakia in that they have 
a mosaic, reticulated appearance. Tiny white or 
bluish-white dots, often arranged in wavy lines or 
circles, are present. On the lips the papules are 
usually not evident, but there is an adherent, 
white, shiny scale similar to that seen in lupus 
erythematosus. There may or may not be con- 
comitant skin lesions. The histologic findings 
are diagnostic. 


Moniliasis may begin at the commissures of 
the mouth, then spread along the vermillion 
border of the lips and involve the tongue, inner 
surface of the cheeks, gingiva, palate and 
pharynx. The surface of the tongue is commonly 
covered by a thick white coat. On the buccal 
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mucosa the surface of the involved area is covered 
by a white, gelatinous, translucent membrane 
which can be scraped off. The surface appears 
spongy, and at times moth-eaten, where parts 
of the membrane have been denuded leaving 
beefy red, smooth areas free of papillae. Super- 
ficial glossitis and stomatitis may accompany the 
infection. There may or may not be associated 
skin or genital lesions. Smears from the surface 
reveal both the budding and filamentous forms 
of candida albicans and debris of epidermal cells. 
Histologically the picture differs from leuko- 
keratosis. The organism can be identified in the 
sections. The diagnosis is determined by elimina- 
tion. 


Aphthous stomatitis begins on the oral mucous 
membrane as small, yellowish, discrete, or 
grouped papulovesicular lesions which, in a few 
hours, become ulcerated. These ulcers are usually 
small, shallow, grayish erosions with a marked 
inflammatory halo, and have a white to yellow 
membranous cover over the central eroded por- 
tion. The edges of the tongue and the buccal 
mucosa are the most common sites of involve- 
ment. The lesions may occur singly or appear 
in crops. They are recurrent and painful. The 
diagnosis is based on the objective symptoms, 
the history of recurrence, failure to find known 
pathogenic organisms in the lesions, and the 
histologic findings. 

Erythema multiforme exudativum lesions on 
the lips, buccal mucosa, tongue or pharynx may 
in some episodes be the only lesions of the dis- 
ease;® in others, they may precede the cutaneous 
manifestations by a considerable interval. These 
lesions begin as hyperemic macules, papules, 
vesicle or bullae, which rupture and produce 
erosions of various dimensions. These erosions 
may be partially or wholly covered by a tough 
pellicle or by shreds of epithelium. These lesions 
are surrounded by an inflammatory halo which 
often spreads to involve the entire oral mucosa 
and is accompanied by swelling and tenderness. 
The acuity of the process, the multiplicity of 
lesions, the tendency to confluence, the appear- 
ance of the associated skin lesions and the sys- 
temic symptoms help to differentiate these lesions 
from leukoplakia. 


Lupus erythematosus occurs on the lips, buccal 
mucosa, tongue and hard palate, and may be the 
only presenting lesion of the disease. On the 
vermillion border of the lip there may be localized 
patches or involvement of the entire lip. These 
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lesions are covered by whitish or silvery adherent 
scales or crusts, the removal of which causes 
bleeding. At the margins of the patches fine, 
white, radial lines and dilated vessels are present. 
On the buccal mucosa the lesions usually occur in 
the pouches of the cheeks and consist of sharply- 
defined, slightly-elevated, superficial patches with 
a tendency to central depression and a dark red 
or bluish margin. Early, the center is eroded and 
covered with a yellowish, adherent mucous mem- 
brane or is superficially ulcerated. Later, the 
erosions become covered with smooth, bluish-red 
epithelium in which are numerous, whitish-points 
or lines. In older lesions, the border becomes a 
white or bluish-white peripheral zone of thickened 
epithelium. Scarring finally ensues. In the dis- 
seminated variety, the lesions are soft, irregular, 
superficial or moderately deep ulcers with under- 
mined ragged edges covered with a necrotic, 
yellowish or grayish pellicle. On the tongue these 
lesions occur as smooth, reddened areas or as 
patches of white, roughened epithelium sur- 
rounded by a reddish halo. Diagnosis is estab- 
lished by the presence of cutaneous lesions or of 
suggestive scars plus laboratory data, consisting 
of reversed albumin-globulin ratio, increased sedi- 
mentation rate, leukopenia, lupus erythematosus 
cells in the bone marrow, production of the lupus 
erythematosus cell with the patient’s serum and 
by histologic findings. 


Dermatitis medicamentosa produces two types 
of reaction on the mucosa membrane, the contact 
type and the type associated with parenteral use 
of drugs. In the contact type, discrete patches 
covered with a white, spongy, pseudo-membrane 
and surrounded by a mild inflammatory halo may 
occur on the buccal mucosa, lips and tongue. 
These lesions arise from contact with chemicals 
regularly placed in contact with these sites and 
resemble leukoplakia. Ulceration may occur in 
these lesions, and differentiation from epithelioma 
then becomes necessary. The differential diag- 
nosis is aided by the lack of infiltration, the loca- 
tion and the history. Drugs given parenterally 
produce stomatitis, gingivitis, bullae and erosions. 
Diagnosis may be established by cutaneous mani- 
festations of dermatitis medicamentosa if present, 
the history of drugs taken parenterally and histo- 
pathologic examination. 


Perleche involves the commissures of the 
mouth. The epithelium assumes a white, mother- 
of-pearl tinge, and later becomes macerated, 
thickened, loses much of its white color, and 
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develops a brownish hue. Desquamation and 
transverse fissures with a red hue appear, fol- 
lowed by slight erosion. The etiology is varied. 
Diagnosis is based upon the objective commis- 
sural symptoms plus the detection of etiologic 
factors through physical examination and labora- 
tory studies, including histologic examinaticn. 


The anemias and avitaminoses (particularly 
ariboflavinosis, pellagra, scurvy, sprue and vita- 
min A deficiency) are accompanied by lesions on 
the lips, buccal mucosa and tongue. Superficial 
erosions, ulcers, hypertrophies, fissures, pseudo- 
membranes and glossitis occurring in these states 
may resemble leukoplakia or epithelioma. Diag- 
nosis is based upon the associated cutaneous and 
systemic symptoms plus laboratory data. 

Fordyce’s disease is a chronic condition usually 
limited to the mucous membrane of the upper 
lip, the lower lip, and the oral mucosa extending 
along the occlusion line of the teeth as far as the 
last molar. The typical maculopapular lesions are 
symptomless, and are best seen by stretching the 
mucous membrane. They appear yellowish on the 
lips, and whitish inside the mouth. The character- 
istic objective symptoms establish the diagnosis. 

Benign transitory plaques of the tongue occur 
as single or multiple plaques on that portion of 
the dorsum of the tongue anterior to the cir- 
cumvallate papillae and extend over the sides or 
tip. The early patches are pea-sized, smooth, red, 
and on the same level as the surrounding surface. 
The filiform papillae are shed, but the fungiform 
papillae may be prominent. The patches spread 
and become rings, either circular, oval or ir- 
regular. The center of each ring is smooth and 
more red than the normal mucosa. The redness 
increases toward the border of the ring. The 
border is yellow to white in color, slightly raised 
and sharply outlined. There is no surrounding 
inflammation. These rings are of short duration 
and may run together forming an irregular pat- 
tern. The transient and constantly changing 
appearance of the rather characteristic lesions 
serve to make the diagnosis. Histologic examina- 
tion rules out the precancerous and cancerous 
lesions. 


NONPRECANCEROUS AND NONCANCEROUS LESIONS 
WHICH MAY RESEMBLE CANCER 


Adamantinomas occur in middle life and are 
seen most frequently in the lower jaw within the 
region of the third molar. Early, they are solid 
structures, but later become cystic and contain 
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a viscid fluid. Diagnosis is possible only by 
histologic study. 

Benign giant cell tumors appear as slowly 
growing tumors situated chiefly on the labial and 
buccal side of the alveolar process. They form 
pea- to walnut-sized, rounded or lobulated lesions 
between or about two or more teeth. Diagnosis 
is ascertained by histologic examination. 

Glossitis rhombica mediana occurs on the 
median raffae in the middle third of the dorsum 
of the tongue. It is a rhomboidal or an oval, 
indurated lesion with smooth or mammillated 
surface. It may be shiny, red or marked by 
opalescent or yellow-tinged spots. Diagnosis is 
based on the appearance of a chronic lesion with 
the above characteristics and location, plus histo- 
logic examination. 


Granuloma fissuratum is a granulomatous 
growth upon the buccal mucosa in the upper or 
lower labial sulcus. This tumor is indented by 
a fissure, sometimes formed by ridges of swollen, 
edematous tissue which gives the appearance of 
a fissure. Some of these tumors are in the nature 
of a pyogenic granuloma (Sutton?), and others 
are hyperplasia of fibrous tissue (Becker and 
Obermayer’®). Ill-fitting dental plates produce 
lesions. The distinctive appearance of these 
tumors, their location and the detection of the 
faulty dental plates establish the diagnosis. 

Mixed tumor of the palate occurs on the soft 
or hard palate and may vary from a pea-sized 
papule to a mass filling the entire oral cavity. 
The surface is covered with normal mucosa and 
may be smooth or corrugated, rounded or irregu- 
lar and hard. In the cheeks or on the lips lesions 
appear as cystic, submucosal nodules which grow 
slowly and are relatively symptomless. The diag- 
nosis is made by histologic study. 


Ranula develops from obstruction of the duct 
of either a mucous or salivary gland. It arises as 
a cyst-like lesion from the floor of the mouth, 
behind the lower incisor teeth. It grows slowly 
and painlessly on one side or the other of the 
median line. The color is gray, pink or blue. 
The size varies with the duration. The diagnosis 
is based on the location and the fact that the 
tumor contains fluid. 


Torus palantinus occurs as a solid elevation 
of spongy bone on the median palantine suture 
extending to each side of it. The lesion varies 
from a mild, uniform elevation to a large promi- 
nence occupying two-thirds of the palate. It is 
usually symmetrically distributed on both sides 
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of the median suture, but may be asymmetrical. 
The mucosa over the lesion appears normal. It 
is asymptomatic unless irritated by foods, chemi- 
cals, dentures, and so forth. The diagnosis is 
based on its hardness, location and configuration. 


COMMENT 


Obviously there are other lesions of the oral 
mucous membrane which mimic the objective 
symptoms of one of the known precancerous or 
cancerous lesions. The scope of this paper does 
not permit their inclusion. 

It is evident that the histologic examination 
is the pertinent procedure to differential diagnosis 
in precancerous and cancerous lesions in the 
mouth. The early and regular use of the histo- 
logic approach to this problem is essential. 
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RECENT THERAPEUTIC ADVANCES IN 
RICKETTSIAL AND VIRAL INFECTIONS* 


By Russet. J. BLATTNER, M.D. 
Houston, Texas 


Within the past few years a large and impor- 
tant group of diseases caused by agents desig- 
nated as rickettsiae and viruses has become in- 
creasingly prominent in research efforts, field 
studies, and in clinical investigations. Both 
viruses and rickettsiae are strict obligate, intra- 
cellular parasites, since, for growth and reproduc- 
tion, they require intracellular environment and 
since neither agent has been shown to be capable 
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of growth and reproduction in the absence of 
living cells. These agents are lacking in one or 
more enzyme systems which they must borrow 
from a living cell in order for growth and mul- 
tiplication to take place. Formerly, differential 
response to therapeutic measures served to dif- 
ferentiate in general certain of the bacterial and 
spirochetal diseases, and the group of viral and 
rickettsial diseases. This differential response to 
therapy was believed to emphasize fundamental 
differences in the nature and activities of the two 
groups of disease-producing agents. In the light 
of newer developments, particularly in the field 
of chemotherapeutic and antibiotic substances, 
these distinctions have declined in importance, 
since some of the newer antibiotics are effective 
against both groups of disease-producing agents. 
It is interesting to point out that some of the 
larger viruses, such as those of the psittacosis- 
lymphogranuloma venereum group, which re- 
spond to certain therapeutic agents in a manner 
similar to that of the rickettsiae, have been classi- 
fied in the most recent Bergey manual under the 
order Rickettsiales, rather than under the order 
Virales. 


Since rickettsiae and viruses, both obligate 
intracellular parasites, do not possess the com- 
plete enzyme systems necessary for multiplica- 
tion, and since such systems are supplied wholly 
or in part by their host cells, the response of such 
intracellular parasites to therapeutic agents may 
be extremely variable. While in the case of bac- 
teria it has been shown that chemotherapeutic 
substances are capable of blocking intrinsic 
metabolic steps essential to the growth of the 
bacteria, in the case of rickettsiae and viruses 
it is more likely that the activities and multiplica- 
tion of these infectious agents are suppressed 
indirectly by the action of chemotherapeutic sub- 
stances through a disturbance of certain enzyme 
systems and metabolic processes of their host 
cells. 

A great deal of fundamental research concern- 
ing the relationship between the intracellular 
parasites and the host cell has been carried out 
in recent years. On the basis of considerable re- 
search, it would appear that lowering the meta- 
bolic rate of the host cell favors the growth of 
rickettsiae and that increasing the rate of cellular 
metabolism seems to interfere with the multipli- 
cation of rickettsiae. This fact has been demon- 
strated clearly in studies with PABA, which has 
been shown to increase the oxygen consumption 
in cells from 25 to 50 per cent, thereby rendering 
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the cell less desirable for the growth of rickettsiae. 
On the other hand viruses, especially those of 
smaller size, seem to grow best in cells having a 
high metabolic rate. 


With therapy of virus disease in mind, the 
virus host-cell relationship in the metabolic proc- 
esses has been studied, and various substances 
have been investigated as to their activating or 
inhibitory effect on virus multiplication, or as 
to their effect on receptivity of host cells. Various 
substances have been shown capable of inter- 
fering in the virus host cell relationship: 5-methyl 
tryptophane, for example, inhibits multiplication 
of bacteriophage associated with Escherichia colli. 
Various polysaccharides, such as those obtained 
from Friedlander’s bacillus, or from streptococcus 
MG are effective therapeutically against the 
pneumonia virus of mice, and against the mumps 
virus in the chick embryo. An inhibitory effect 
of apple pectin on the multiplication of influenza 
A virus has been described. Whatever the funda- 
mental basis for this action may be, it seems 
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clear that the inhibitory substance owes its 
effectiveness to alteration of the metabolism of 
the host cell or to competition with the virus for 
metabolic systems within the cell. Of consider- 
able interest in this connection are studies con- 
cerned with nutritional efficiency as it is related 
to virus susceptibility. The general consensus 
seems to be that the virus finds in cells of a 
subnormal host a metabolic state not conducive 
to its multiplication. Riboflavin deficiency is 
thought to render the cell more resistant to in- 
vasion by the virus of murine polio. Likewise 
thiamine deficiency seems to increase the re- 
sistance of the host to the virus of murine polio. 
These observations re-emphasize the conclusion 
that viruses, especially those of smaller size, tend 
to seek a cellular environment in which the gen- 
eral metabolic level is high. 


Until recently treatment of the entire group 
of diseases caused by obligate intracellular para- 
sites was quite unsatisfactory. However, within 
the past few years significant advances have been 








CHEMOTHERAPY OF RICKETTSIAL INFECTIONS 





Dosage 


Toxicity 


Results 





Para-aminobenzoic 
Acid (PABA) 


COOH 


C7H702N 


Oral: 0.6 to 2 gms./kg. B.W./24 hrs.; 
— in doses to be given every 
2 hrs. 


(1 gm. PABA in 15 cc. 5 per cent 
NaHCOs solution) 


Oral: 10 per cent Na salt of PABA 
adjusted to pH 7 


I.V. and I.M.: 20 to 25 per cent solu- 
tion of Na salt of PABA in NaCl 
solution. I.M. not satisfactory 


If I.V. route used, give 25-30 gms. in 
24 hrs. 


Initial I.V. dose of sodium solution of 
PABA (20-25 per cent) given either 
undiluted or with normal NaCl; usual 
1.V. dose, 6 gms. for adults, 3 gms. for 
children. Continuous I. V., sometimes 
used. Simultaneous oral administration 
given as outlined above 


No severe signs of toxicity 


Rarely delirium with high 
blood levels 


Reducing substances in 
urine: PABA plus glu- 
curonic acid->benzoylglu- 
curonide 

Leucopenia with 


to reduction of polymor- 
phonuclear leukocytes 


tendency 


Nausea and vomiting 
Abdominal distension 
Slight decrease in COz 


Transient impairment of 
liver function 


Aspiration of PABA gives 
severe tracheobronchitis 


Start Rx 4th to 7th day after 
onset 

Blood level 10-20 mg. per cent 
favorable effect on typhus, 
epidemic and murine 

Blood levels 30-40 mg. per cent 
favorable effect on spotted 
fever and scrub typhus 

60-80 mg. per cent may be re- 
quired in severe cases 

Continue PABA for at least 2 
days after temperature is 
normal 





Acridine Compounds 
Nitroakridin No. 3582 
Rutenal (arsenical salt 

of nitroakridin) 


Few clinical trials gave inconclusive re- 
sults; action differs from that of 
PABA 


No toxicity reported in few 
instances of human ad- 
ministration 


Clinical trials in epidemic ty- 
phus and trench fever gave 
suggestive results 

Effective experimentally in egg 
culture against rickettsiae ot 
epidemic, murine, scrub and 
spotted fever 





Dyestuffs 


Methylene blue 
Toluidine blue 


Clinical trials unsatisfactory 


Extremely toxic 


Favorable results in animal 
studies on murine and scrub 
typhus. Results in human 
subjects poor 





Sulfonamides 
Common sulfonamides 
are without action 
on rickettsiae 


Are contraindicated, since inter- 
ference with action of PABA 
occurs 

Certain sulfonamides of uncom- 
mon structure effective to 
some degree in animals 
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made particularly in the treatment of the rickett- 
sial group. The discovery of the antirickettsial 
activity of para-aminobenzoic acid was one of 
the first important advances in the treatment of 
rickettsial infections. It was shown by a number 
of investigators that PABA is an effective 
rickettsio-static agent, and clinical trials in the 
treatment of epidemic typhus, murine typhus, 
scrub typhus and Rocky Mountain spotted fever 
gave good results, particularly where dosage was 
adequate and administration took place early in 
the clinical course of the disease. Toxic effects, 
especially on the liver and kidneys, have been re- 
ported when PABA was used over a long period. 


Penicillin also has an inhibitory effect on 
rickettsiae, and Pinkerton, particularly, has em- 
phasized that penicillin may play an important 
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role in the control of human rickettsial infections. 
It is clear that penicillin is a better agent for the 
treatment of secondary bacterial infections since 
sulfonamides are contraindicated in the treat- 
ment of rickettsial infections. 


Aureomycin, the antibiotic derived from a 
strain of Streptomyces aureofaciens, has proved 
a very valuable agent in the treatment of rickett- 
sial infections. Beneficial effects have been re- 
ported in Rocky Mountain spotted fever, Brill’s 
disease, murine typhus, and especially in Q-fever. 
Aside from the distressing symptoms of nausea, 
vomiting and diarrhea, there have been no serious 
contraindications in the use of aureomycin. 

Likewise, the antibiotic substance, chloromy- 
cetin, has been outstanding in the therapy of 
rickettsial infections. The remarkable therapeutic 








ANTIBIOTIC THERAPY OF RICKETTSIAL INFECTIONS 





Dosage 


Toxicity Results 





Penicillin High dosage needed 
Most effective: 
Penicillin X 
Penicillin G 


Usual toxic manifestations Effectiveness in human sub- 
of penicillin jects, undetermined 


N.B. Penicillin is effective in treatment of secondary bacterial invaders in patients with rickettsial infections. 














Aureomycin Oral dose varies from 0.010 to 0.060 Slight anemia when diluent Favorable results in spotted 
gm./kg. B.W. per 24 hrs. given in was acid; local irritation fever 
6-12 doses at site of injection Q-fever, effectiveness being 
I.M. dose 0.003 gm./kg. B.W. per 24 evaluated 
hrs. given in 4 doses 
Streptomycin Experimental studies in em- 
bryonated eggs; slight anti- 
rickettsial effect against R. 
prowazeki, mooseri, rickettsi, 
akari, burneti; little or no 
effect against orientalis 
Not tested in human subjects 
with epidemic typhus 
Not effective in scrub typhus 
Chloromycetin 0.050 gm./kg. B.W. initial dose; then None observed Effective in treatment of scrub 
Parke-Davis 0.2 to 0.3 gm. q 2-4 hrs. orally for typhus 
periods ranging from 24 hrs. to 6 
days. Total dose, 6-15.5 gms. 
0.010 gm./ kg. B.W. per 24 hrs. for 3 None observed Effective in epidemic typhus 


days; oral dose 0.015 gm./Kg. B.W. 


per 24 hrs. for 3 days 


when given orally or 
parenterally 





0.050 gm./ kg. B.W. to 0.075 gm. per Vomiting on first and sec- Effective in Rocky Mountain 


kg. B.W. initial dose orally; 


16 yrs. of age, and 0.50 gm. 
those over 16 yrs. of age 


then ond dose of drug: none 
0.25 gm. q 3 hrs. for children -* thereafter 
or 


spotted fever 


N.B. Effectiveness demonstrated experimentally in egg cultures against prowazeki, mooseri, rickettsi, akari, orientalis. 





Miscellaneous Favorable results when em- 
S ‘ ployed early in illness. Bene- 
eee vate ficial effect perhaps through 
I h = antitoxic action 
scsneti ill sat Riboflavin deficiency renders 
Vitamins 


cells susceptible to typhus; 
excess riboflavin in normal 
animals of no_ therapeutic 
value 

Reducing pantothenic acid, thi- 
amine and ascorbic acid in 
diet increased susceptibility 
of rats to typhus 








Table 2 








results obtained in the use of this antibiotic have 
borne out the original prediction that this drug 
would show a wide range of effectiveness. 
Chloromycetin has a striking effect on the clini- 
cal course of epidemic and murine typhus, scrub 
typhus and Rocky Mountain spotted fever. The 
apparent lack of toxicity, the ease of administra- 
tion by the oral route, the beneficial effect even 
when administered relatively late in the disease, 
and the broad coverage of therapeutic effective- 
ness seem to be outstanding features of chloro- 
mycetin. The recent synthesis of chloromycetin, 
the product being called “chloramphenicol,” is 
an important development since it is likely that 
more of the drug will be available at lower prices. 
It has also been shown that both forms of the 
drug, that derived from strains of Streptomyces 
venezuelae, and that synthesized, have the same 
therapeutic effectiveness. The apparent lack of 
toxicity of this antibiotic is of great practical 
importance in its widespread use. 


Tables 1 and 2 comprise a summary of avail- 
able information concerning the therapy of rick- 
ettsial infections. 


Prophylaxis against rickettsial diseases has also 
been a productive field in recent years. With 
the development of the Cox vaccine, derived from 
embryonated hens’ eggs inoculated with rick- 
ettsiae, a larger amount of effective virus has 
become available. Table 3 is a summary of 
prophylaxis against rickettsial diseases. Thus 
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results in the therapy of disease due to rickettsiae 
have been rather spectacular. 

While striking results have not been seen in 
infections caused by the smaller viruses, in the 
group of infections due to intracellular parasites 
which are intermediate in size between the 
rickettsiae and the smaller viruses, favorable 
response has been obtained by the use of thera- 
peutic agents which are effective in the treatment 
of rickettsial disease. This intermediate group, 
which includes the larger viruses of psittacosis, 
lymphogranuloma venereum and trachoma, has 
been classified in the order Rickettsiales as dis- 
tinguished from the smaller viruses which are 
now included under the order Virales. In spite 
of the fact that a great deal is known concerning 
viral infections, therapy in this group of diseases 
is still generally unsatisfactory. In the light of 
experimental evidence and clinical experience to 
date, control of virus infections by the direct 
action of a chemical agent or a substance having 
disinfectant properties against the virus itself 
seems unlikely. The only therapeutic approach 
which appears to offer real promise is that di- 
rected against the host cell which involves modi- 
fication of it in a manner to render it less favor- 
able as an environment for the multiplication of 
the intracellular parasite. 


Table 4 comprises a summary of available in- 
formation concerning therapy. With the excep- 
tion of inclusion conjunctivitis, trachoma and 
lymphogranuloma venereum, sulfonamide drugs 








PROPHYLAXIS IN RICKETTSIAL 


DISEASES; VACCINES AVAILABLE 





Infection Type of Vaccine Available 


Dose Recommended Reactions 





Cox-type vaccine (yolk sac) 
Fox modification (water and oil 
emulsion) 


Epidemic typhus 
(R. prowazeki) 


Two subcutaneous inoculations of 1 cc. 


May be severe in per- 
each, separated by interval of 10-14 sons sensitive to egg 
days, followed by booster dose of 1 cc. proteins 

at beginning and mid-point of typhus 

season 





Murine typhus 


Cox-type vaccine (yolk sac, 
(R. mooseri) 


mooseri) 
Fox modification 


Similar procedure; practicability limited 





Rocky Mountain Tick vaccine 


Subcutaneously or intramuscularly in 3 Severe febrile reaction 


spotted fever 
(R. rickettsi) 


Cox-type vaccine 

(Two vaccines of comparable im 
munizing capacity) 

Fox modification 


inoculations of 1 cc. each, or 2 inocula- 
tions of 2 cc. each, at 5-7 day intervals. 
Spring or early summer; repeated each 
year 

Immunity response in children better than 
in adults 


occurs occasionally 
with tick vaccine 





Tsutsugamushi disease 
R { tsutsugamushi 
 ) orientalis 


Killed rickettsiae 
Various animal tissues 


Practicability limited. Vaccination of lab- 
oratory personnel recommended ' with 
booster inoculations; 3 doses of 1 cc. 
each subcutaneously at weekly intervals; 
booster of 1 cc. every 3-6 months 





Q-fever 
(R. burnet) 


Cox-type vaccine (yolk sac and 
chorio-allantois) 


No data available on efficacy of vaccine in 
man; antibodies demonstrated in man 
following vaccination 








Table 3 
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have not been effective in the treatment of virus 
infections. Darvisul or phenosulfazole, which has 
been used in the treatment of infantile paralysis, 
has given equivocal results, and recent investiga- 
tions indicate that the drug is without effect in 
experimental and clinical poliomyelitis. 


The newer antibiotic substances are efficacious 
in the treatment of the psittacosis-lymphogranu- 
loma group of infections, and as has been pointed 
out, it is of interest that this group of infectious 
agents is now Classified with the Rickettsiales 
which have been shown to be susceptible to the 
newer antibiotics. 

In the treatment of primary atypical pneu- 
monia, clinical observations indicate that both 
aureomycin and chloromycetin are effective. Re- 
cently Eaton demonstrated in cotton rats and 
in fertile hens’ eggs that aureomycin under con- 
trolled experimental conditions exerts a definite 
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inhibitory effect on the virus of atypical pneu- 
monia. The dosage required in cotton rats varied 
from 20 to 100 mg. per kilogram body weight. 
Preliminary investigations with chloromycetin 
indicate that it is a less effective agent in the 
treatment of infections due to the virus of pri- 
mary atypical pneumonia than is aureomycin. 
It is of considerable interest that filtration data 
indicate that the virus of primary atypical pneu- 
monia may belong to a group of viruses some- 
what smaller than the psittacosis-lymphogranu- 
loma group which is also inhibited by aureomy- 
cin. On the basis of such experimental studies 
it seems reasonable to conclude that aureomycin 
is the drug of choice for the treatment of primary 
atypical pneumonia. Clinically, however, chloro- 
mycetin has been used with considerable success 
in the treatment of primary atypical pneumonia, 
and this antibiotic is preferred by some clinicians 
for use wherever possible, because of its ease of 








THERAPY IN VIRAL INFECTIONS 





Dosage 



































Toxicity Results 
Chemotherapy F 
Sulfonamides Topical: 5 per cent sulfathiazole or None Inclusion conjunctivitis (blenorrhea): 
sulfadiazine ointment 6 _ times good results; clinical cures in 7-10 
daily for 10 days. Especially days 
successful in newborn infant. Trachoma 
Sulfadiazine Oral: 0.1 gm. to 0.2 gm./kg. B.W. Usual toxic manifestations Lymphogranuloma venereum: satisfac- 
per 24 hrs. of sulfa drugs tory results reported 
Antibiotics 
Penicillin Large doses early in the course of Usual toxic manifestations Psitterosis: satisfactory results reported 
infection of penicillin with antibiotic administered early in 
clin. course 
Aureomycin I.M.: 10 to 40 mg. daily Minimal with small doses; Lymphogranuloma venereum: marked 
transient nausea improvement in 4-8 days 
Oral: 0.03 gm. to 0.06 gm./kg. Nausea and vomiting Psittacosis: few clinical trials: good 
B.W./24 hrs. results reported. Patients afebrile 
within 8 days 
Oral: 0.06 gm. to 0.125 gm./kg. Nausea and vomiting; loose Primary atypical pneumonia: excellent 
B.W./24 hrs. stools in some instances results reported 
Topical: aureomycin borate, 0.5 Inclusion conjunctivitis: excellent re- 
per cent sults in 2 cases treated 
Oral: 0.01 gm. to 0.02 gm./kg. None observed Lymphocytic choriomeningitis: remark- 
B.W./24 hrs. able improvement noted in 2 cases 
treated 
Chloromycetin Oral: 0.03 gm./kg. B.W./24 hrs. None observed Lymphogranuloma venereum: good re- 
for 10 days, or 0.08 gm./kg. : sults reported; improvement within 
B.W./24 hrs. for 5 days Occasional vomiting 5 days 
Oral: 0.03 gm. to 0.06 gm./kg. None observed Psittacosis: few clinical trials; good 
B.W./24 hrs. results reported (one case of 
ornithosis) 
Oral: 0.03 gm. to 0.06 gm./kg. None observed Primary atypical pneumonia: good 
B.W./24 hrs. results reported 
Oral: None observed Herpes zoster: marked improvement in 


0.03 gm./kg. B.W./24 hrs. 
for 4 days 


24 hrs.; 


regression of lesions in 48 
hrs. 





Terramycin Oral: 100 to 200 mg./kg. B.W./24 


rs. 


None observed 


Primary atypical pneumonia 
Herpes zoster 
Lymphogranuloma venereum 


Experimental control of influenza A in 
embryonated eggs 
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administration by the oral route and its apparent 
lack of toxicity. 


Several case reports which have appeared re- 
cently suggest that certain of the smaller viruses 
such as those of herpes zoster and lymphocytic 
choriomeningitis may respond to aureomycin and 
chloromycetin. Further clinical trials and lab- 
oratory studies are required, however, before 
their effectiveness can be evaluated. In the case 
of herpetic infections (simplex), eczema vac- 
cinatum, generalized vaccinia, molluscum con- 
tagiosum, and so on, in which aureomycin and 
chloromycetin have contributed strikingly to 
clinical improvement and recovery, it is to be 
emphasized that part of the effectiveness of the 
antibiotic substance lies in control of secondary 
bacterial invaders. 


In preliminary clinical trials terramycin has 
been shown to be effective in the treatment of 
primary atypical pneumonia, herpes zoster, 
lymphogranuloma venereum, and granuloma in- 
guinale. Experimental studies have indicated that 
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high concentrations of terramycin are capable of 
inhibiting the growth of the virus of influenza A 
(PR-8) in chick embryos. Clinical trials are 
being undertaken in an attempt to evaluate the 
effectiveness of terramycin against influenza A 
infection in man. 


There has been very little evidence, however, 
that any of the therapeutic agents is effective 
against the small viruses, especially those that 
invade the central nervous system. 

The use of immune serums in the treatment 
of virus disease has given disappointing results, 
which is not surprising since it is well recognized 
that once the virus has established itself in a 
susceptible cell, immune bodies are incapable of 
counteracting the viral effect. In most instances, 
by the time the clinical symptoms are apparent 
the virus has attached itself irrevocably to the 
cell. The use of immune serum during the in- 
cubation period of the virus disease, however, 
may effectively prevent virus invasion of other 
susceptible cells of the body. A practical applica- 








PROPHYLAXIS IN VIRUS DISEASES 





Disease Living Virus as Vaccine 


Modified Virus as Vaccine 


Inactivated Virus Irradiated Virus 
as Vaccine as Vaccine 





Smallpox-vaccinia method 
of vaccination 
Percutaneous 
Intracutaneous 


Active virus from calf 
lymph 





Yellow fever 
Percutaneous 


(1) French strain. 
serial mouse-brain passage. 


Modified by 
Some 


reaction due to virulence of strain 


Subcutaneous 


(2) Strain 17-D. 


Modified by em- 


bryonated-egg passages. Reaction 
minimal with standard vaccine 





Influenza A and B 


Subcutaneous Active diluted virus 


Mouse lung passage. 
Embryonated egg passage. 


Formalin-inactivated 


n By uitraviolet 
virus 


Tissue culture 





St. Louis encephalitis 


Subcutaneous 


Formalin-inactivated 
virus 


By ultraviolet 





Equine encephalomyelitis 
Western 
Eastern 
Venezuelan 


Subcutaneous 


Formalin-inactivated 
virus 





Japanese B. encephalitis 
Subcutaneous 


Active diluted virus 


Mouse brain passage 


Formalin-inactivated 
virus 


By ultraviolet 





Rabies Active diluted virus 


Phenol-inactivated; 


By ultraviolet 
formalin inactivated 





Poliomyelitis 


Formalin-inactivated; 
intracerebrally in 
experimental animals 
(Lansing strain) 


By ultraviolet; 
intracerebrally in 
experimental animals 
(Lansing strain) 





Homologous serum 
hepatitis and plasma 


Possible prevention by inactivation of icterogenic virus by means of ultraviolet irradiation of serum 








Table 5 
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tion of this principle is exemplified in the use 
of convalescent serum and immune globulin in 
the modification of rubeola. 


As in the case of the rickettsial diseases, 
prophylaxis of viral diseases has attracted con- 
siderable attention (Table 5). Specific immuni- 
zation by means of vaccines has proved an 
effective and practical method for the prevention 
of smallpox, yellow fever and rabies. Vaccines 
have been used in the prevention of other virus 
disease but to a lesser extent and with less satis- 
factory results. 


Active immunization against rubeola using the 
chorioallantoic membrane vaccine is in the ex- 
perimental stage of development at the present 
time. A recent clinical study critically reported 
indicates that in rubeola, whatever protection was 
afforded by the vaccination procedure was mini- 
mal in degree. 


Table 5 summarizes available data concerning 
active immunization in virus disease. It is gen- 
erally accepted that a vaccine containing living 
virus is more effective in stimulating the forma- 
tion of antibodies than one prepared with in- 
activated or dead virus. The recently developed 
technic for the modification of living virus by 
ultraviolet radiation gives considerable promise 
in the preparation of effective and safe virus 
vaccines. Ultraviolet radiation has been em- 
ployed as a means of inactivating the icterogenic 
agents found in serum and plasma, thereby 
reducing the incidence of homologous serum 
jaundice. 


Recent contributions to virus research have 
suggested other approaches to prophylaxis. Arti- 
ficial alteration of cell surfaces, absorption phe- 
nomena and viral interference, and altered nutri- 
tional states, which have been considered useful 
in the prevention of virus infection, are being 
investigated experimentally, and their practical 
value is still to be determined. With more accu- 
rate information concerning host-cell parasite 
relationships, it seems reasonable to suppose that 
continued progress will be made in methods of 
treatment in rickettsial and viral diseases. Altera- 
tion of the host cell in some manner which would 
render it a less favorable milieu for the growth 
and multiplication of the parasites seems to offer 
the greatest promise in the therapy of this im- 
portant group of diseases. 


Coincident with advances in the treatment of 
rickettsial and viral infections, improvements in 
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diagnostic laboratory methods are being made 
which will facilitate more accurate classification 
of the etiologic agent: 


(1) Isolation and identification of the infec- 
tious agent itself by inoculation of animals, 
fertile hens’ eggs and so on. 


(2) Improved technics for obtaining presump- 
tive evidence of the nature of the infectious 
agent: the use of agglutination reactions, cross 
immunity tests; complement fixation tests em- 
ploying specific antigens, now available for dis- 
tribution. 


(3) Demonstration of increasing antibody titer 
during clinical course by some of these methods 
furnishes strong presumptive evidence of the 
etiology of the disease. 


Better understanding of the epidemiologic pat- 
terns of infections caused by rickettsiae and 
viruses will aid immeasurably in their control, 
and it is hoped that ultimately, at least some 
of these infections can be eradicated entirely. 


DISCUSSION (Abstract) 


Question—Please discuss the prophylactic use of in- 
fluenza virus vaccine in infants and the aged. 


Dr. Blattner —Unfortunately, the influenza virus vac- 
cine has not been too successful. There are a number 
of strains of the influenza virus. If you immunize a 
patient against one strain, it does not protect him 
against another. The vaccine produces temporary im- 
munity which lasts only a few months. If there is some 
particular reason for using it, or if you know the strain 
producing clinical signs in a particular community, the 
vaccine has limited use. 


Question—Are the antibiotics rickettsiocidal ? 


Dr. Blattner—The antibiotics are rickettsiostatic. It 
is necessary that the host react to the infectious agent 
with the production of immune bodies. 


Question.—Does para-aminobenzoic acid interfere with 
antibody production? 


Dr. Blattner—There is no evidence that this anti- 
biotic interferes with antibody production. 


Question —If an individual is exposed to a rickettsial 
disease, will chloromycetin given in suppressive doses 
prevent the disease? Is this an effective prophylactic 
measure ? 


Dr. Blattner—It has been shown that the rickettsial 
agent will remain active even though suppressive doses 
of antibiotic are given to the patient. This is par- 
ticularly true in diseases like scrub typhus. Chloromy- 
cetin is not an effective prophylactic agent, as was 
shown by Smadel in the case of scrub typhus. 
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THE DIAGNOSIS AND TREATMENT OF 
EARLY MALIGNANT DISEASE 
OF THE LARYNX* 


By Epwin N. Broytes, M.D.* 
Baltimore, Maryland 


The diagnosis of early cancer of the larynx 
depends on the education of the public. All 
persons with hoarseness or a feeling of discomfort 
in the larynx must be taught to seek medical 
advice and treatment. 


Hoarseness is a harsh or rasping character in 
the sound of the voice and is a symptom of dys- 
function of the larynx. There are many causes of 
hoarseness, and to exhaust completely all causes 
of hoarseness, the speaker would, in the words 
of Carlyle, “Succeed only in exhausting his audi- 
ence.” We should never be content with an 
inferential diagnosis. The diagnosis of acute or 
chronic laryngitis should never be made until 
every other possible cause of hoarseness has been 
excluded. 


There is no pain associated with early cancer 
of the larynx. Examination of the larynx in early 
carcinomas discloses a flat, wartish growth that 
may be reddish or white and is usually, though 
not always, in the anterior third of the vocal cord. 
As these growths arise from the true cords, they 
are squamous cell tumors that are resistant to 
x-ray and radium. They metastasize late and 
grow by extension. 


Microscopic examination of tissue removed 
from a suspicious area is the only sure method 
of diagnosis. LeJeune! has reported a series of 
cases in which the carcinoma was the size of a 
grain of rice, pea or dimpled match head. These 
cases have been treated by him by excision and 
cauterization through the suspension laryngo- 
scope. We rarely see this type of case. 


The operation that will be shown is for a 
larger growth, one that does not extend beyond 
the true cord and where there is no fixation of 
the movement of the cord. The main idea of any 
surgical procedure in cancer is to remove all the 
growth along with any cells that may have mi- 
grated away from the main growth. This calls 
for a fairly wide excision of the growth along with 





*Read in General Clinical Sessions, Southern Medical Associa- 
tion, — -Fourth Annual Meeting, St. Louis, Missouri, November 
13- 16, 1950. 


tAssociate Professor of Otolaryngology, ne Hopkins Uni- 
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surrounding tissue which is apparently normal. 


In 1928, Finzi and Harmer? recommended a 
window resection in the lateral wings of the 
thyroid cartilage for the implantation of radium 
needles in the treatment of carcinoma of the 
larynx. Arbuckle® also has advocated window 
resection for x-ray treatment of malignancies of 
the larynx. By removing a portion of the car- 
tilage they hoped to prevent sloughing and ab- 
scess formation associated with destruction of 
the thyroid cartilage. 


A modified window resection has been devised 
that gives access to the larynx and permits a 
thorough inspection before removal of the sus- 
pected area (Broyles*). It gives a dry field for 
inspecting the interior of the larynx and a wide 
field for removal of early growths. 


If there is a fixation of a vocal cord or an 
arytenoid cartilage, or evidence that the growth 
extends to the cricothyroid membrane, a more 
extensive operation is necessary. 


This procedure is for small malignant growths 
and has been used satisfactorily in some sixteen 
cases. 
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DISCUSSION (Abstract) 


Question —What is your idea of total radiation man- 
agement instead of surgery when each produces com- 
parable results? 


Dr. Broyles—This is a controversial question among 
laryngologists. I have seen several cases of carcinoma 
of the larynx that have been extensively treated with 
x-ray and radium that have not responded. I feel that 
it is much safer and much wiser to have the carcinoma 
removed when it is considered operable. 


It is true that many people can learn to talk following 
a laryngectomy. In small growths located on the vocal 
cords, some 80-90 per cent of cases can be cured follow- 
ing a partial removal of the larynx. The patient can 
speak, though with a hoarse voice. Being surgically 
inclined, I feel if there is ever any question whether we 
should do a local operation or a laryngectomy, by all 
means do a laryngectomy. 
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THE MANAGEMENT OF RETINAL 
DETACHMENT* 


By J. Westey McKinney, M.D. 
Memphis, Tennessee 


Gonin’s demonstration of the role of the tear 
in the pathogenesis of serous detachment of the 
retina revolutionized the treatment of this dis- 
ease. A hopeless prognosis has been converted 
into an increasing percentage of cures. It is now 
possible to assure a great majority of “detach- 
ment” patients that their condition will be cured 
by surgical intervention. 

It is the purpose of this paper to review briefly 
various phases of the modern management of 
retinal detachment and the reasons for the pro- 
cedures undertaken. 


Symptoms.—The presenting symptoms of ret- 
inal detachment are well known, a curtain or 
shadow or simply blurring being most commonly 
complained of. Spots before the eyes or flashes 
of light may also be noted. Spots may be the 
result of hemorrhage into the vitreous at the site 
of a retinal tear. It is for this reason that all 
patients complaining of the sudden appearance 
of spots before one eye should be examined care- 
fully for the presence of a retinal tear. Flashes 
of light may indicate a mechanical irritation of 
the retina at the time of the initial separation 
and demand: examination of the periphery of the 
fundus. 


Role of Trauma.—As soon as retinal detach- 
ment is suspected or confirmed by ophthalmo- 
scopic examination and before the patient is in- 
formed of the diagnosis, a careful questioning 
as to trauma should be made. The role of direct 
injuries, such as perforating wounds, intra-ocular 
foreign bodies and contusions in the production 
of detachment is well known, but not so obvious 
is the part played by indirect injuries. It is 
undoubted, however, that blows on the head, 
sudden movements, falls, or sudden increases in 
the vascular tension may be precipitating factors 
in a retina already prone to detachment. On the 
other hand, the majority of cases give no history 
of trauma; and, therefore, the assessment of the 
claims for compensation on account of injury are 
often difficult. 
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Diagnosis —The diagnosis of retinal detach- 
ment is rarely difficult since the patient does not 
usually present himself for examination until the 
condition is well developed. In certain cases, 
however, wherein the elevation of the retina is 
slight and localized, particularly if it is in the 
periphery, diagnosis may not be evident. Essen- 
tial points to be noted are the altered red reflex 
and the difference in level of the suspected area 
as compared with the adjacent retina. The most 
arresting feature, however, are the dark, tor- 
tuous, reflexless blood vessels in the detached 
area. 

The diagnosis is confirmed by finding a field 
defect corresponding to the area of detachment. 
Fields also give an invaluable record of the 
progress of the disease and the results of treat- 
ment. It is probably best to take the fields 
before the exhausting examination of the retina 
is undertaken. 


Type of Detachment.—Once the diagnosis is 
established, the essential decision is whether the 
detachment is serous or exudative or whether it 
is a result of contraction of fibrous bands or 
underlying tumor. This decision is not always 
easy. 

The possibility of malignant melanoma of the 
choroid must always be in mind. Differentiating 
points in the case of tumor are its more solid 
appearance and often rounded and dome-like 
contour. In certain cases newly formed blood 
vessels and more or less dense pigmentation may 
be seen on the retina over a tumor. Examination 
with the slit-lamp beam or the slit of the Friend- 
enwald ophthalmoscope may not penetrate a 
solid mass so well as the retina with underlying 
translucent fluid. 


Transillumination should be carried out with 
the light against the anesthetized globe using a 
light that is not too large. A Lancaster trans- 
illuminator or transilluminating attachment for 
the Barkan hand lamp are suitable. In a ques- 
tionable case it may be necessary to expose the 
globe and place the light directly over the sus- 
pected tumor and examine with the ophthalmo- 
scope. It is to be remembered, however, that a 
cyst containing blood pigment or a suprachoroidal 
hemorrhage may cast a shadow whereas a tumor 
free of pigment may be translucent. It has been 
said that the presence of a retinal tear excludes 
the possibility of a tumor or at least that the 
coincidence of tear and tumor would be ex- 
tremely rare. 








Fibrous bands which produce detachment are 
the result of perforating wounds or proliferating 
retinopathy. 

Most cases of exudative detachment occur as 
a manifestation of such rarities as von Hippel- 
Lindau’s disease, Harada’s disease, retinal peri- 
phlebitis and occasionally in hypertensive ret- 
inopathy, particularly that associated with se- 
vere toxemia of pregnancy. The nature of this 
type of detachment is usually obvious and it is 
rarely associated with a tear. In some few cases, 
however, differentiation of the non-operable exu- 
dative detachment and the serous type is dif- 
ficult or impossible. 

Serous detachment comprises an estimated 90 
per cent of all detachments. It is this type that 
is amenable to surgical treatment. The charac- 
teristic feature of serous detachment is the ret- 
inal tear. It is probable that a tear is present 
in every case, even though an exhaustive search 
may not reveal it. 

The present day concept of the pathogenesis 
of detachment is that first a tear is produced in 
degenerated retina by the rupture of a cyst or the 
pull of the retracting degenerated vitreous. To 
produce a tear the vitreous must have previously 
become adherent to the retina at this point. 


The most important force in the production 
of the tear and subsequent elevation of the ret- 
ina is the rotatory movement of the eyes. Once 
the tear is produced the continued movement of 
the eye injects fluid through the tear to under- 
mine the retina until total separation is produced. 
Subretinal fluid is irritating to the retina and 
choroid and if allowed to remain produces a 
progressive atrophy of these structures. Other 
late sequelae are uveitis, glaucoma, and cataract. 


Search for the Tear.—The key to the treat- 
ment is the tear. It must be closed if cure is to 
be effected. Although detachments without dem- 
onstrated tears are cured, it is probable that the 
reason for the cure is the chance sealing of the 
tear in the general diathermy barrage. The latter 
is obviously not so dependable as a direct attack 
upon the tear. Furthermore, too widespread use 
of diathermy may produce an exudative detach- 
ment which is not curable. The objective, there- 
fore, should be to find and seal the tear with an 
adequate but localized diathermy application. 

These considerations underline the necessity 
of finding the tear and make worthwhile all the 
effort expended. The sense of frustration one 
feels at not being able to find a tear is very 
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strong, but its appearance under the ophthalmo- 
scope after a long search brings one a feeling of 
great relief and satisfaction. 

The search for the tear is made in a systematic 
way so that no area of the retina escapes observa- 
tion. Maximum dilation of the pupil with atro- 
pine and neosynephrine® is necessary for ex- 
amination of the extreme periphery of the retina 
where many of the tears are found. It is not in- 
frequent that more than one tear is present; and 
if the detachment is extensive, they may be situ- 
ated at widely separated points. A tear in an 
upper quadrant surrounded by very flat detach- 
ment may be the cause of bullous detachment 
below as a result of gravitation of subretinal 
fluid. Large disinsertions are readily seen but 
small ones may require special technics to dem- 
onstrate. It is here that indirect ophthalmoscopy 
may be of value in permitting a more anterior 
view. 


The most valuable procedure, however, for 
demonstrating extreme peripheral tears and small 
disinsertions is that of scleral indentation. It 
may be practised both before and during opera- 
tion. A blunt instrument or fine forceps is used 
to indent the sclera in the region of the ora 
serrata while the surgeon observes with the 
ophthalmoscope. By this means even the pars 
plana of the ciliary body may be pressed into 
view. 

If the tear is not found in the initial survey, it 
may be helpful to ask the patient to think back 
carefully again to see if he can remember the 
direction in which the first symptom was noted. 
In this way he may be able to give a clue as to 
the location of the tear. 

Sometimes, the tear may be revealed by turn- 
ing the patient from one side to the other on the 
table. This maneuver may cause a shift of sub- 
retinal fluid and expose a tear which was on the 
slope of a retinal fold. Settling of the retina after 
rest in bed may also bring into view a previously 
hidden tear. 


It occasionally happens that the retina be- 
comes completely reattached on bed rest although 
a tear has not been found. It may be advisable 
in this case to have the patient out of bed again 
without occlusion or pin-hole spectacles in order 
to determine where the detachment first re- 
appears and thus the location of the tear. 

As soon as the tear is located, a drawing should 
be made of the blood vessels leading to it. The 
faithful reproduction of the vessel with its every 
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branch is an invaluable guide to a small tear at 
the time of operation. 


Preparation of the Patient—The diagnosis of 
retinal detachment comes as a severe and un- 
expected shock to most patients. It is difficult 
for the patient to grasp the implications of his 
affection. A thorough explanation of the events 
immediately ahead should be given him with 
emphasis on the urgency of putting the eyes at 
rest to prevent further spread of the detach- 
ment. If the patient tends to procrastinate or 
abandon the eye because of the difficulties in- 
volved, he should be informed of the fact that 
in about 16 per cent of cases the detachment 
eventually affects the second eye with possibility 
of blindness in both eyes. The proper psycho- 
logical preparation of the patient, wherein a 
factual but hopeful attitude is maintained, is of 
tremendous value to both patient and surgeon. 


Upon hospitalization both eyes are bandaged 
and the patient placed in such a position that 
the tear is as dependent as possible. Atropine 
is instilled daily. In a large percentage of cases, 
the retina will settle more or less completely in 
one to five days as a result of absorption of 
subretinal fluid. This indicates a favorable con- 
dition of the choroid and is a good prognostic 
sign. Failure of the retina to settle is associated 
with poor absorptive ability of the choroid or 
with large tears and disinsertions in which case 
the absorptive capacity of the choroid is over- 
whelmed. In the latter event, the retina being 
at a distance from the surface may not be in 
effective reach of the diathermy current. 

To remedy this situation John M. Wilson* 
of Johnson City, Tennessee, has proposed a 
preoperative drainage of the subretinal fluid. 
The drainage is accomplished through a small 
scratch incision in the sclera a day or two before 
the diathermy operation. The retina is thereby 
left approximated to the choroid in easy reach 
of the diathermy coagulation. 


Operative Procedure. — The pupil is widely 
dilated with neosynephrine® instilled before the 
patient is sent to the operating room. Local or 
sodium pentothal® anesthesia may be used. 
Local anesthesia is obtained by instilling 0.5 per 
cent tetracaine hydrochloride only after the pa- 
tient is on the operating table. By using a mini- 
mum of tetracaine hydrochloride, the cornea is 





*Paper read before the Tennessee Academy of Ophthalmology 
and Otolaryngology, April, 1950. To be published. 
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easily kept clear during the entire operation. 
Four per cent procaine hydrochloride with 
epinephrine and hyaluronidase is used for retro- 
bulbar injection. The same local anesthetic is 
used with the general anesthetic to permit the 
use of a minimum amount of sodium pentothal.® 

The area to be treated is exposed by traction 
sutures looped around the rectus muscles or by 
resection of one or more muscles. One should 
not hesitate to resect rectus muscles as adequate 
exposure is more important for the proper appli- 
cation of the diathermy than the possible phoria 
that occasionally results. 


The diathermy attack is made by both surface 
and perforating applications, the former for its 
diffuse action and more complete coverage, and 
the latter for its more concentrated action and 
for drainage of the subretinal fluid through the 
holes left behind. There is evidence that fibro- 
blasts grow in through these perforations to give 
a firmer adhesion of the retina to the choroid. 


Any of several methods of localization of the 
tear may be used but repeated ophthalmoscopic 
visualization at operation is essential in order to 
make certain that sufficient diathermy coagula- 
tion has been applied. During operation, tears 
in the extreme periphery and small disinsertions. 
are readily brought into view by scleral indenta- 
tion by means of the forceps used for rotating 
the eye into position for ophthalmoscopic ex- 
amination. At the completion of the diathermy 
application, the pins are withdrawn, permitting 
the subretinal fluid to flow out through the pin 
holes. If then the retina is found not to be re- 
applied to the choroid, air may be injected into 
the vitreous through the sclera in the region of 
the pars plana of the ciliary body or in the 
aphakic case, through the cornea. The passage 
of the No. 27 gauge needle is facilitated by the 
diathermy current applied to the needle. The 
air is absorbed within several days. 

In certain long standing cases and following 
unsuccessful diathermy operations, the retina is 
found to be shrunken in relation to the choroid 
and sclera. In this situation a scleral resection 
may be indicated. 


Postoperative Care.—At the conclusion of the 
operation the patient is placed in the same posi- 
tion in bed as before the operation. Atropine is 
instilled daily. The patient is gotten up in stages 
and allowed out of bed on the thirteenth day. 
He leaves the hospital on the fourteenth day 
wearing occluding spectacles except for a pin- 
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hole aperture before the eye which has not been 
operated upon. This spectacle is worn for two 
months, at which time full activities may be 
gradually resumed. 

It is well to warn the patient that his retinae 
are more fragile than normal and, therefore, he 
is more subject to detachment than the average 
individual. For this reason, although he may 
lead a normal life, he should always avoid jars 
or excessive strain. 


CONCLUSION 


The modern management of retinal detach- 
ment has been reviewed. The importance of the 
tear has been stressed. 

Two comparatively new procedures are de- 
scribed, namely: scleral indentation for bringing 
into view the region of the ora serrata, and pre- 
operative drainage of subretinal fluid. 

Successful detachment surgery often requires 


great persistence on the part of both doctor and 
patient. 





ABDOMINAL SURGICAL PROBLEMS 
COMPLICATING PREGNANCY* 


By Sim B. Lovetapy, M.D., 
CuHaARLEs Liccett, M.D. 
and 
R. V. JonEs, M.D. 
Houston, Texas 


The pregnant woman is endowed with a flexi- 
bility and durability that is almost inconceivable. 
She can usually withstand sudden changes in 
environment, shock, disease, and major surgical 
operations and carry her infant through to term. 
The authors realize that much has been written 
on the subject in the past, but we feel that a 
survey of such a group of cases at this time, even 
though small, would be of some interest to the 
specialist, as well as the general practitioner. 
Similar series of cases were reported by Mussey 
and Crane! in 1927, by Priest? in 1935, and by 
Child and Douglas in 19435. These, with our 
present series, give a good cross section of the 
trends in therapy and end results in such cases 





*Read in Section on Obstetrics, Southern Medical Association, 
Forty-Fourth Annual Meeting, St. Louis, Missouri, November 13- 
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*From the Department of Obstetrics and Gynecology, Baylor 
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over the past quarter century. Mussey and 
Crane! pointed out that 2 per cent of the women 
presenting themselves for surgical lesions at the 
Mayo Clinic over a period of several years were 
pregnant. Seventeen, or 4.5 per cent of their 
patients, miscarried. They reported four deaths 
or 1.08 per cent in their series. In a series of 72 
cases Priest? reported a maternal mortality of 
1.39 per cent and a gross fetal mortality of 5.5 
per cent. Of approximately 40,000 pregnant 
women who were admitted to the New York 
Hospital over a period of 11 years, Child’ and 
Douglas found 120 or 0.3 per cent who pre- 
sented surgical or gynecological problems arising 
during the course of their gestation. They di- 
vided the major abdominal operations during 
pregnancy into those of a general surgical nature 
and those of a gynecologic nature. They reported 
a maternal mortality of 5 per cent and a fetal 
mortality of 5 per cent in a series of 40 patients 
who had appendectomies. They reported one 
maternal death and two fetal deaths in a group 
of 11 major surgical abdominal operations ex- 
clusive of appendicitis. Of 23 patients who had 
oophorectomy during pregnancy, five aborted, 15 
delivered at term, and in three the outcome was 
unknown. Of 11 cases of myomectomy performed 
during pregnancy, six aborted postoperatively, 
five were delivered at term. 


This review covers 100 cases of major ab- 
dominal surgical problems complicating preg- 
nancy, from files of Jefferson Davis, St. Joseph’s 
Maternity and Herrmann Hospitals of Houston, 
Texas, over a period of approximately four years. 
These cases were taken at random from the case 
histories made available to us from these various 
hospitals. These case histories were analyzed from 
the standpoint of history, physical examination, 
surgery employed, incisions used, hormone ther- 
apy, bed rest, sedation, types of anesthetic agents 
and general medical management. The operations 
performed during pregnancy are outlined in Table 
1. As is shown, appendectomies comprised the 
largest number in this series and oophorectomy 
the next largest. Symptoms and findings of ap- 
pendicitis complicating pregnancy are not dif- 
ferent from those of non-pregnant patients. How- 
ever, the localizing signs may be somewhat higher 
in the abdomen as pregnancy advances, due to 
the enlargement of the uterus and displacement 
of the abdominal viscera upward. In the dif- 
ferential diagnosis of appendicitis one should 
consider mainly pyelonephritis, twisted ovarian 
cyst and ectopic pregnancy. Since a perforated 
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appendix with generalized peritonitis is still a 
serious complication of pregnancy, we feel that 
one should err on the side of operating upon an 
occasional patient with a normal appendix rather 
than take the chance of an acute appendix becom- 
ing perforated. 

As shown in Table 2, most of the appendec- 
tomies were performed during the second tri- 
mester. There were no miscarriages and no pre- 
mature labors in this group. A patient upon whom 
appendectomy was performed in the first tri- 
mester miscarried after surgery. There were three 
premature labors in those patients upon whom 
appendectomy was performed during the third 
trimester. It is of interest that there were no 
maternal deaths in this group. Twyman‘ said that 
one of every six acute appendices will rupture if 
not operated upon and peritonitis will develop 
consequent to the rupture and that this is almost 
always followed by abortion or premature labor. 
Employment of sulfa drugs as well as the anti- 
biotics, no doubt, has played an important role 
in reducing maternal mortality in our group of 
patients. Cosgrove’ has said that in the surgical 
treatment for appendicitis during pregnancy, in 
order to avoid termination of the pregnancy, 
manipulation of the uterus should be carefully 
avoided. 


As outlined in Table 3, oophorectomy during 
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Appendectomy —......58 34 1 : wT @& 3 36 
Intest. obst. ——..... 2 1 1 1 1 
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Myomectomy -—......... 3 2 0 3 3 
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Sterilization —......... 2 0 0 2 2 
Vena caval lig.. 1 1 1 1 
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pregnancy comprised the second largest group of 
cases. According to Falk and Bunkin® the num- 
ber of ovarian tumors found during pregnancy is 
on the increase. They feel that this is due to 
more adequate prenatal care. We are of the 
opinion that small cysts, 6 cm. or less, that rise 
up out of the pelvis and cause no obstruction to 
the birth canal can be left alone during pregnancy. 
On the other hand, any cyst that shows an in- 
crease in size should be operated upon imme- 
diately. Of the cysts discovered during the first 
trimester, by far the majority can be kept under 
observation until the patient is well into the 
fourth month of pregnancy. In this way the 
number of miscarriages will be appreciably re- 
duced. Any solid tumor of the ovary should be 
removed as soon as it is discovered. The general 








APPENDECTOMIES DURING PREGNANCY 














Term Premat. 
Pathology No. Cases Abortions Del. Del. 
First trimester 
Perforated 0 
Acute - cena 0 3 
Histological _.... 9 1 one mo. 
aft. surg. 
Second trimester 
Perforated _.......... 0 
| acca 0 0 9 
Histological —.....13 0 0 12 
Third trimester 
Perforated —...... 4 0 1 premat. 2 
day of surg. 
liv. 
1 2da. PO 
liv. 
SR en 0 1 pre. liv. 2 
with toxemia 
Histological —...... 9 0 1 pre.8mo. 8 
stillborn 
Table 2 








OOPHORECTOMY DURING PREGNANCY 





Duration of Pregnancy 


First trimester 


No. Term 
Cases Abortions Del. Pathology 
13 1 one wk. PO 10 9 simple cyst 
1 one mo. PO 4 dermoid 3 hemorrhagic 
Second trimester 
8 6 4cystadenoma 2 torsion 


1 endometrial cyst 
3 simple cysts 








Table 1 


Table 3 
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concensus of opinion seems to be that dermoids, 
single or bilateral, should be removed during 
pregnancy, preferably after the patient has passed 
the third month of gestation. While many of us 
have seen patients who carried dermoids during 
the entire pregnancy without any serious con- 
sequence, the danger of rupture with serious peri- 
tonitis indicates immediate surgical removal. 
Aspiration of an ovarian cyst during pregnancy 
or otherwise is contraindicated. The incidence of 
miscarriage is higher in this group, probably due 
to the unavoidable manipulation of the pregnant 
uterus. 


Douglas’ says that abortion following surgery 
appears to be directly related to uterine manip- 
ulation, the extent of peritonitis and the removal 
of the corpus luteum in early pregnancy. He says 
also that surgery and anesthesia, per se, have no 
direct relationship to threatened abortion. He 
also says that sedation and narcotics in the post- 
operative phase are of value to keep the patient 
comfortable but he does not feel that there is any 
conclusive evidence to justify the use of proges- 
terone or other hormones to prevent abortion dur- 
ing the postoperative period. We feel that bed 
rest and sedatives are of great value in preventing 
miscarriage after surgery and substitutional hor- 
mone therapy is of value in helping these people 
maintain their pregnancy. We prefer to use a 
combination of progesterone, estrogen and thy- 
roid in all of these patients. Progesterone may 
be given orally in from 30 to 60 mg. daily, grad- 
ually reducing the dosage. Estrogen may be given 
in the form of stilbestrol or one of the natural 
estrogens from 5 to 10 mg. daily with 1 grain of 
U. S. P. desiccated thyroid daily. This point is 
borne out in this small series of cases where the 
abortion rate is quite low and more than half of 
the patients received hormone therapy in some 
form. Myomectomy was performed in three in- 
stances and all of these patients carried to term. 
Myomectomy during pregnancy should be con- 
fined strictly to twisted, pedunculated fibroids 
or to fibroids undergoing degeneration and caus- 
ing serious trouble. Conservatism in the manage- 
ment of fibroids during pregnancy will always be 
rewarded, even if it becomes necessary to per- 
form a cesarean section and a subsequent hyster- 
ectomy after the infant has become viable. A 
patient in this series had a diagnosis of ovarian 
cyst early in pregnancy. On exploration, no 
ovarian cyst was present; however, she had mul- 
tiple uterine fibroids. The abdomen was closed 
and the patient carried to about eight months 
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gestation, at which time cesarean section was per- 
formed with subsequent removal of the uterus. 

In this series there were three perforating 
wounds of the abdomen. Two were gunshot 
wounds with multiple perforations of the large 
and small bowel. The other was a stab wound 
which perforated the bowel and uterus. The 
latter patient miscarried. Six of these patients 
were listed as having exploratory laparotomies. 
Nothing was found in most instances except a 
normal appendix. Two cases of intestinal obstruc- 
tion occurred during pregnancy. This is always 
a grave complication in a pregnant woman. One 
of these patients miscarried. The other was de- 
livered prematurely by cesarean section. One of 
these cases was of considerable interest and has 
been reported previously by Strassman.® This 
patient was operated upon at about two and one- 
half months gestation for severe abdominal pain 
and distention. At the time of operation it was 
found that a loop of small bowel was adherent to 
a degenerating fibroid, causing obstruction. This 
loop of bowel was freed, and due to the size of the 
fibroid, it was felt that she should have a hys- 
terectomy. However, after the situation was dis- 
cussed, it was decided that the fibroid should be 
removed, on the chance that the patient might 
carry to term. Her convalescence was uneventful 
and at about the eighth month of gestation a 
cesarean section was performed because it was 
felt that the defect in the uterine wall would be 
apt to rupture. A normal living infant was de- 
livered and the mother’s postoperative course was 
uneventful. 

Only one patient in this series had a chole- 
cystectomy. Mussey,! has said that the proba- 
bility of retardation in the filling and emptying 
of the gallbladder and the increased cholesterol 
content of the blood are possible factors in the 
formation of gallstones; and even exacerbation 
of quiescent cholecystitis may occur during preg- 
nancy. As early as 1911, Dr. W. J. Mayo! said 
that 90 per cent of women with symptoms of 
cholecystitis and cholelithiasis date their trouble 
as having had its onset during pregnancy. Mus- 
sey! says that pre-existing cholecystitis may 
undergo exacerbation during the early months of 
pregancy. However, he feels that the symptoms 
may not occur until the uterus has enlarged 
enough to encroach upon the ducts. Operation is 
indicated if the condition does not promptly sub- 
side. In one instance an incarcerated umbilical 
hernia caused enough symptoms to require sur- 
gical intervention. In another a twisted cyst of 
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Morgagni caused severe acute symptoms, justi- 
fying surgical intervention. In one the patient 
carried to term after partial resection of a rib for 
the drainage of a subphrenic abscess. 


Two sterilization operations were performed 
quite early in pregnancy but there was nothing 
in the records to indicate that the operator sus- 
pected an intra-uterine pregnancy at the time of 
operation. One of these had a Baldy-Webster 
type of suspension and both carried to term. One 
patient had a saphenous ligation at about the 
eighth month of gestation for painful varicosities. 
She subsequently developed a phlebothrombosis 
which required surgical intervention. A cesarean 
section was first performed, obtaining a living 
infant. A vena caval ligation of the right ovarian 
vein and a bilateral sympathectomy were per- 
formed. After a somewhat stormy convalescence 
the patient recovered. In this series there were 
five miscarriages and five premature labors. 
There were two fetal deaths and no maternal 
deaths in this series which is somewhat lower 
than previous reports in the literature. 


OTHER ABDOMINAL COMPLICATIONS REPORTED 
IN THE LITERATURE 


According to Barlow, et alii,® it is accepted 
generally that pregnancy exerts a favorable in- 
fluence upon peptic ulcer. New ulcers develop 
rarely during pregnancy and ulcers that existed 
prior to pregnancy have been reported healed 
or not to recur during pregnancy. These authors 
emphasized the fact that the obstetrician should 
not be complacent about peptic ulcers in preg- 
nancy. They reported four patients, two of whom 
had no previous ulcer history but had had serious 
episodes of hemorrhage during pregnancy. Bern- 
stein!® says that only 15 cases of duodenal ulcer 
proved by autopsy during pregnancy have been 
reported. He emphasized the anti-ulcer effect of 
the gonadotropins experimentally. Locke, et 
alii,’ report that although the information con- 
tained in the medical literature suggests that a 
combination of pregnancy and endometriosis is 
dangerous, they have handled two such patients 
conservatively who had a normal prenatal course 
and delivery. While from 50 to 60 per cent of 
women with pelvic endometriosis are considered 
infertile, we agree that if they become pregnant, 
their endometriosis is of little consequence during 
the course of pregnancy. Schnall e¢ alii!? re- 
ported a case of a pregnant woman with left 
lower quadrant pain which was proven by x-ray 
to be diverticulitis of the sigmoid. This patient 
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was handled conservatively and carried to term 
without any serious consequence. Banner et alii!5 
found that 62 cases of carcinoma of the large 
bowel complicating pregnancy had been reported 
in the literature. The maternal mortality was 63 
per cent in the 41 cases of which the maternal 
outcome was known. The gross fetal mortality 
was 50 per cent among the patients who had 
surgical treatment. They added seven cases to 
this group, and the maternal mortality and cor- 
rected fetal mortality both were 14.3 per cent 
in the 7 cases. Sheffery'* reported a case of a 
malignant tumor of the bladder complicating 
pregnancy. The patient had a persistent gross 
hematuria, the pedunculated bladder tumor 
finally prolapsed through the urethra and was 
later fulgurated through the cystoscope. He em- 
phasized the importance of investigating thor- 
oughly hematuria during pregnancy. Danforth'5 
reported a very unusual and rare complication in 
pregnancy: an aneurysm of the splenic artery 
which ruptured spontaneously with death of 
mother and fetus. 


In reporting a series of extragenital pelvic 
tumors in women, Dockerty!® and one of us 
(Lovelady) found that in ten instances such 
tumors complicated pregnancy. They emphasized 
the importance of allowing the patient to go to 
term if the pregnant uterus was not incarcerated 
in the pelvis by the presacral tumor. They also 
emphasized that these tumors are rarely ma- 
lignant and when they are they are slow growing 
and tend to recur slowly. They did not feel that 
there was any indication for therapeutic abortion 
in these cases to try to remove the tumor sur- 
gically. In their series of cases they found one 
ectopic kidney complicating pregnancy and em- 
phasized the importance of excretory urograms 
in any presacral tumor. McElin e¢ alii!’ recently 
reported a series of splenectomies during preg- 
nancy. They found that when this operation is 
performed for either idiopathic thrombocytopenic 
purpura or congenital hemolytic icterus, the out- 
look for the mother and infant is excellent. In 
cases of splenic anemia or Banti’s syndrome the 
outlook is not favorable. They felt that indica- 
tions for splenectomy in pregnancy are the same 
as those in the non-pregnant, and that operation 
should be performed when critical hematologic 
indications are present. 


CONCLUSIONS 


From this series of cases and others reported 
in the literature of major abdominal surgical pro- 
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cedures during pregnancy, it appears that the 
pregnant woman tolerates survery remarkably 
well. With the advent of chemotherapy, anti- 
biotics, and improvement in operative technic 
and anesthesia, in our series there has been a 
decrease in the maternal and fetal mortality in 
these cases. Adequate hormone therapy has played 
some part in reducing the incidence of abortion 
postoperatively. 
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DISCUSSION (Abstract) 


Dr. E. Lee Dorsett, St. Louis, Mo—lIn the early 
months of pregnancy when the uterus has not arisen 
from the pelvis the diagnosis of an acute condition aris- 
ing within the abdominal cavity is not very difficult but 
when the pregnancy has advanced beyond the sixth and 
seventh month and the uterus has taken up the greater 
part of the abdominal cavity and has created more or 
less distortion and misplacement of the abdominal organs, 
the location of even normal structures within the abdom- 
inal cavity becomes rather difficult. 


The pathologic conditions more commonly met with 
in the upper abdomen are esophageal varices, gastric and 
duodenal ulcers, cholelithiasis and cholecystitis, and acute 
pancreatitis. Those in the lower abdomen are acute 
appendicitis, volvulus and interception, ureteral calculi, 
rupture of a corpus hemorrhagicum, acute salpingitis 
(very rare), endometriosis with rupture of pelvic blood 
vessels, and pelvic tumors. 

The multiple symptoms of acute diseases of the upper 
abdomen are of course confusing. During pregnancy 
many of these pathologic conditions are somewhat 
masked by the pregnancy but generally the diagnosis is 
not too difficult and when they are made immediate 
surgery is generally indicated. 

The diagnosis of acute diseases of the lower abdomen 





August 1951 


is, in most instances, more difficult because of the dis- 
placement of the organs and because they are hidden 
behind the pregnant uterus. The differential diagnosis 
between appendicitis and ureteritis is often confusing and 
in some 37 cases seen in our clinic at the St. Louis Coun- 
ty Hospital with the diagnosis of appendicitis two were 
operated upon for this condition. The other 35 either 
had a urinary condition or pelvic varices. 


We should always bear in mind that in making the 
diagnosis of appendicitis the location of the appendix 
varies in the different stages of gestation. As the uterus 
rises in the lower abdomen, the appendix moves upward 
and outward to the right and upper abdomen and in the 
last month of pregnancy may be near the liver. 

One rare case of uterine myoma came under my obser- 
vation within the last six months. A patient six months 
pregnant developed a myoma on the fundus of the uterus 
and when it reached the sixth month it was the size of 
a small orange and caused the patient severe pain due to 
the fact that it contained large blood vessels and was 
buried deep in the uterine wall. The tumor was re- 
moved by myomestomy without disturbing the preg- 
nancy. Due to the fact that a large scar had been left 
in the uterine wall a cesarean section was performed at 
term and the patient delivered of living twins. It was 
fortunate that this procedure had been followed as it 
was found that the scar of the myomectomy had thinned 
the uterine wall to about one-third its original thickness 
and there is no doubt that this would have ruptured had 
the patient gone into labor, especially as there were twins 
present. It is very rare that an ovarian cyst has to be 
removed during pregnancy. 


A primipara during her pregnancy developed an un- 
usually large myoma, which was thought to be a 
second fetus until an x-ray proved it to be a solid tumor. 
At the thirty-ninth week we performed a cesarean sec- 
tion and delivered a living child; then a hysterectomy, 
removing the large myoma and uterus. 


Endometriosis in pregnancy is a rather unusual condi- 
tion and is very difficult to diagnose. One such case 
with unusual angles was observed several years ago. A 
pregnant woman went into shock at the onset of labor 
and a diagnosis of ruptured uterus was made but when 
the abdomen was opened an extensive endometriosis was 
present in the pelvis and it had eroded into several ves- 
sels on the posterior uterine wall and these vessels had 
ruptured and caused an extensive intra-abdominal 
hemorrhage. 


Dealing with acute conditions within the abdominal 
cavity during pregnancy requires judgment which is 
based upon training, experience and common sense. 


Dr. Curtis J. Lund, New Orleans, La—The pregnant 
woman is heir not only to the abdominal surgical prob- 
lems of her age group but also to some unexpected new 
ones. There is no doubt, that acute appendicitis is a 
common, dangerous disease, difficult of diagnosis during 
pregnancy. The authors are quite correct in their atti- 
tude toward the liberal use of appendectomy in suspect 
cases. However no patient should be subjected to ap- 
pendectomy during pregnancy until a catheterized speci- 
men of urine has been carefully analyzed for leukocytes 
and bacteria. Pyelitis of pregnancy too often is treated 
by appendectomy. 
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Pyelitis of pregnancy not infrequently presents itself 
as another acute surgical problem. During the past three 
years some five patients have exhibited generalized ab- 
dominal pain and tenderness, severe nausea and vomit- 
ing, paralytic ileus and at times jaundice. All were in 
association with a severe pyelitis of pregnancy some- 
times called colibacillosis gravidarum. 

I should like to ask Dr. Lovelady about the types of 
ovarian disease encountered. 


The nature of the general surgical problems is bizarre 
and of unlimited possibility. Since January 1, 1949, we 
have observed five patients with intestinal obstruction, 
two of whom required surgical intervention. There was 
an acute surgical abdomen produced by regional ileitis, a 
volvulus during labor and a spontaneous hematoma of 
the mesosalpinx during the puerperium. The manage- 
ment of these varied diseases is so personal and individual 
that discussion here is impossible and unnecessary. 

It is difficult to say how much abortion and premature 
labor can be prevented by sedation and hormone ther- 
apy, unless of course the corpus luteum of early preg- 
nancy has been removed. We have used estrogens and 
progesterone but little thyroid extract, without being 
convinced of their efficacy. It has been our clinical 
observation that abortion and early premature labor 
following major surgery are not much of a problem but 
premature labor following surgery during the third 
trimester is a frequent, annoying and still unpreventable 
accident. 


Dr. C. S. McMurry, Nashville, Tenn —Dr. Lovelady 
did not mention something that we have done on at 
least three different occasions when we have explored the 
pelvis where pregnancy was complicated by a torsion of 
an ovary or ovary and tube or one of the smaller cysts. 
Within the past year we explored a patient with a 12 
cm. cyst of her left ovary twisted on its pedicle compli- 
cating a 2'%4 months pregnancy. Exploration of the 
right side of the pelvis revealed an absence of a right 
tube and ovary. A 2 cm. dermoid tumor was found 
attached to the omentum. The patient had evidently 
lost the outer two-thirds of the right tube and the blood 
supply to the right ovary by torsion earlier in life. The 
dermoid was supplied with blood wholly through the 
omentum. 

So our problem was that of a 12 cm. cyst in an only 
remaining ovary complicating a 24 months pregnancy. 
We followed here a technic that we have used on other 
occasions; that of excising the tumor with preservation 
of the ovary. After the cyst was excised, we found that 
the corpus luteum of pregnancy had been compressed to 
the wall and it was preserved along with the early 
pregnancy. 

I want to call attention to the fact that often we can 
use conservative measures in removing many of these 
tumors, blastomas, and dermoid cysts from ovaries, with 
preservation of the ovarian function. 


Dr. Lovelady (closing) —Dr. Lund asked about the 
pathology of the ovarian tumors that were removed in 
this series. In the first trimester there were thirteen; 


_hine of these were described by the pathologist as simple 


cysts; four were described as being dermoids. In the 
second trimester there were eight, with four cyst ade- 
nomas and one endometrial cyst and three simple cysts. 
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This number does seem large for this small series of 
cases. 


The records on these patients indicated that the ova- 
rian cyst in every instance was 6 cm. or more in diame- 
ter, so I feel sure that the surgeon advised removal to 
rule out possible malignancy. 





CERTAIN PUBLIC HEALTH ASPECTS 
OF HEART DISEASE* 


By L. Mtnor BrackrForp, M.D. 
Atlanta, Georgia 


In Atlanta we are rather proud of our Heart 
Clinic. 

For many years we have had an Out-Patient 
Department at the Grady Memorial Hospital. 
After the most recent World War it became 
apparent that the interests of the cardiac patients 
would be better served by a specialized service; 
so a Heart Clinic was started on a modest scale. 
Two years ago, when additional funds became 
available by grants from the Georgia Department 
of Public Health in cooperation with the United 
States Public Health Service, it was possible to 
reorganize this Heart Clinic on a more ambitious 
scale with the support of the Fulton County De- 
partment of Health, the Grady Memorial Hos- 
pital, Emory University School of Medicine, the 
Georgia Heart Association, and the American 
Heart Association. 


I am going to tell you about this Clinic in 
the hope that you may get some worthwhile ideas 
and that you may point out to us ways of 
improving our present Clinic. 


We serve a territory 90 miles long, containing 
more than 600,000 persons. This territory is 
divided into six districts, to each of which is 
assigned a visiting nurse specially trained in heart 
disease. The chief nurse spends her working hours 
in the Clinic proper. Among other things, she 
does sedimentation rates and _phenolsulfone- 
phthalein tests. Prothrombin determinations and 
other more elaborate procedures are done in the 
fully equipped laboratory immediately above the 
Clinic. All the nurses can give mercurial diuretics 
intramuscularly. 


An experienced social worker and her assistant 





*Read in Section on Public Health, Southern Medical Associa- 
tion, Forty-Fourth Annual Meeting, St. Louis, Missouri, November 
13-16, 1950. 

*From Emory University School of Medicine, Department of 
Internal Medicine and the Grady Memorial Hospital, Atlanta. 
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are important members of our group. These 
ladies also visit in the home, help the family 
adjust to the situation, and perhaps aid them with 
their budget; they suggest ways and means to 
entertain the patient so as to keep him quiet: 
often they secure for him books and magazines, 
and toys if the patient is a child. Sometimes they 
find the larder bare and may have to call on the 
Department of Public Welfare or other social 
agency for help. If a child’s stay in the hospital 
is likely to prove of considerable duration, he is 
tutored by a teacher from the public school 
system. When he goes home, our social workers 
try to arrange some form of schooling so that he 
will not fall too far behind his contemporaries. 
Some day we hope to have a convalescent home- 
school for our children crippled by heart disease, 
so that their education will be interrupted as 
little as possible; indeed two, for in Georgia, 
while striving for equality of opportunity, we still 
believe in the principle of segregation. 

This background material provided by our 
social workers helps us to understand the case 
better, for we are not solely “heart specialists”: 
it may be that a child’s anemia is nutritional in 
origin or that a woman’s tachycardia is from 
worry over her husband’s alcoholism. Another 
practical purpose these workers serve is to in- 
vestigate persons who come to the Heart Clinic 
direct: some are too well off for admission; others 
are provided with “a Grady card” without being 
delayed by going through the main office. 

Two full-time secretaries see that the patient’s 
complete hospital chart is at hand when he is 
due to come in so that we can review it; they 
transcribe our records from the dictating ma- 
chines in duplicate, one to be filed with his 
complete record and one to be kept in the Heart 
Clinic. In this way, when a patient is re-admitted 
to the hospital, his attending physician can learn 
what has happened to him since he left, or if he 
has been in the hospital since his last visit to the 
Clinic, we can have the advantage of knowing 
what happened to him there. Then too, our 
retained records are more convenient for review 
and if a patient’s relative calls up about him, the 
chief nurse can immediately refresh her memory 
about his status. The secretaries also take cardio- 
grams on a visible writer, which is a great con- 
venience. Volunteer aides help in various ways 
too. 


The clinic director is a young cardiologist who 
receives a small salary for devoting, I suspect, 
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more than half his time to the work of the 
Clinic. An even younger cardiologist has an 
American Heart Association fellowship to help 
him, especially in research. Some twenty Atlanta 
doctors, especially interested in the heart, devote 
to the Clinic two afternoons a week for three 
months at a time for the fun of the thing, and 
house officers are often around. Students are 
taught physical diagnosis ;in the Clinic, and at 
the sessions for Negro patiénts, colored physicians 
are welcomed. 

We hold a variety of clinics. Patients who 
have suffered myocardial infarction on discharge 
from the hospital are referred to us for further 
study and care. Selected cases of hypertension, 
usually younger persons with a severe form of 
the disease, are among our load. These afford 
an opportunity to try out some of the newer 
drugs; control periods make this a long time 
study but as rapidly as possible we are reporting 
results, most of which so far have been of a dis- 
couraging nature. Before long we hope to have 
an ultra-centrifuge at our disposal. 

We collaborate with the department of syphilis 
in the management of cardiovascular lues, the 
incidence of which appears to be on the wane as 
a result of modern treatment by an enthusiastic 
chief. It is much easier to treat a patient ten 
days painlessly with penicillin than it was for- 
merly to treat him eighteen months with arsenic 
and bismuth. 

When the pediatricians find heart disease in a 
pre-school child they transfer him to us and meet 
with us once a week to our mutual advantage in 
many ways. The great advantage of this plan, 
however, is that the child gets his immunizations 
and general supervision from one visit to the 
Grady instead of two. 

Another fecund source of patients results from 
the routine examinations of school children. In 
the hurry of such examinations, the school phy- 
sician has scant opportunity for careful evalua- 
tion. When Mrs. Doe hears that little Johnny 
has a heart murmur, she may take him promptly 
to her family doctor as she should. Too often 
however, she puts it off because she does not 
believe anything could be wrong with her child 
or, perhaps, because she is afraid to learn what 
she fears will be the worst. If she be very appre- 
hensive, the child is apt to be headed for a 
malignant cardiac neurosis. 

All of the school physicians’ reports as to 
heart abnormalities are sent to us and we send 
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out a nurse to see the mother. If the child has 
already been checked over by a physician of the 
mother’s choice, we feel no further responsibility; 
if not, the nurse impresses upon the mother the 
importance of a more thorough examination and, 
if the family cannot afford the services of a 
private physician, the nurse invites her to bring 
the child to the Heart Clinic, and she keeps in 
touch with the case until something is done 
about it. 


In six out of ten such cases we find no evidence 
of heart disease, and the child is promptly dis- 
missed with a clean bill of health. Three children 
of the ten will need more than one visit to the 
Clinic, but two of these will eventually be cleared 
while the third is kept under observation, perhaps 
only on account of a history of rheumatic fever. 
The tenth child is found to have organic heart 
disease. 


If congenital heart disease of a type amenable 
to surgery is diagnosed, we arrange the operation. 
In passing, we have had the ductus ligated in the 
case of a woman of about 40 with relief of her 
myocardial insufficiency. If a non-surgical anom- 
aly is discovered, we keep the patient under 
observation with prophylaxis against subacute 
bacterial endocarditis, and we treat symptoms 
when they develop. If rheumatic heart disease is 
found, we put the patient in our rheumatic 
division. 

We are very much interested too in pregnancy 
complicated by heart disease. Some of our own 
patients become pregnant and some such cases 
are referred to us from the Pre-Natal Clinic. 
Most of these women require only a little moral 
support. None has required therapeutic abortion 
and it is not likely that any will, at least after 
the third month. At the same time, some of them 
require special care and extra rest in their 
pregnancy, and occasionally after delivery we 
recommend sterilization, especially if the woman 
already has a number of children. 


A large proportion of our patient load is 
rheumatic. A quarter of a century ago, rheumatic 
fever was considered a rarity in the South. At 
this time we know that it is not rare. While it 
is the leading cause of death in children five 
to fourteen years old in the country at large, in 
Georgia last year it ranked in sixth place: we had 
373 deaths reported from rheumatic fever or 
rheumatic heart disease. In our Heart Clinic, we 
have about four hundred persons, mostly young 
ones of course, who have been in Grady Hospital 


BLACKFORD: PUBLIC HEALTH ASPECTS OF HEART DISEASE 703 


in the past five years with rheumatic fever or 
rheumatic heart disease. Our charity hospital has 
not, at this time, the beds for the prolonged treat- 
ment required for the care of a case of rheumatic 
fever; so when the worst of the trouble is over, 
the child is sent home under our care. We send 
out a nurse to see him once a week or oftener: 
she makes notes as to his temperature, pulse, and 
respiration, his general condition and the care 
he is receiving; she further instructs the mother 
as to making the child comfortable and keeping 
him quiet; she observes whether the doctor’s 
orders are being carried out, and explains to her 
both the reasons for the orders and the im- 
portance of them. Although our nurses are well 
trained in their specialty, they report their find- 
ings to the staff, and if one of them feels that 
her patient needs a visit from a doctor, or if the 
clinic director thinks it is necessary, that is ar- 
ranged. When a patient requires a home visit 
once a week or oftener, whether his heart disease 
is of rheumatic origin or not, a card index sys- 
tem provides that, after six visits by a nurse, the 
“sick car” takes a doctor out to see him. If he 
finds it necessary, he will bring him back to the 
hospital. 


When the rheumatic patient is well enough, 
he returns to the Clinic. At this time he is 
advised as to medication and regimen and is told 
when to come back. When he is progressing 
well, this interval may be increased to six months. 
The nurse is careful to visit him midway in this 
interval. 


One of our standing regulations is that every 
rheumatic patient is to take one gram of sulfa- 
diazine every day until five years after the last 
evidence of active rheumatic infection. We have 
convinced ourselves that this has materially re- 
duced the incidence of recurrences, and some day 
we may be able to assemble figures of statistical 
significance. Another standing rule is that any 
patient who is to have a tooth extracted or 
undergo any surgical operation shall have peni- 
cillin prophylaxis. Of course tonsillectomy is by 
far the most frequent operation in this age 
group, although we do not recommend tonsil- 
lectomy without a better reason than routine. 
Since we have adopted this plan, we have en- 
countered no case of subacute bacterial endo- 
carditis following operation. 


When we receive a patient in the hospital 
early in his first attack of rheumatic fever, par- 
ticularly if severe, we adminster cortisone from 
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two to four weeks. We want to know if cortisone 
will prevent permanent damage to the heart. We 
plan to follow such cases in the Clinic five to 
ten years. 

When a patient arrives at the Clinic, he is 
turned over to a student who has half an hour 
to get the high points in his history and to 
examine his heart. The visiting doctor mean- 
while has an opportunity to run over his previous 
record, especially if he has not seen this par- 
ticular patient before (he also has a chance to 
inquire as to the progress of those he has recently 
seen), and then he hears the student’s report and 
checks the patient himself. The examination in- 
cludes a trip to the fluoroscopic room across the 
hall. If the student finds the left border of 
cardiac dullness an inch away from where his 
senior located it, it is usually a great help to the 
consultant to demonstrate the size of the heart 
under the fluoroscope. When the case has been 
thoroughly discussed, the visiting man records 
his findings, impressions, and orders as to medi- 
cation, limitation, if any, of activities, and the 
time the patient is to return to the Clinic, while 
the student works up another patient. Though 
they rarely see more than two patients in an 
afternoon, the students love their session in the 
Heart Clinic: they say that a half an hour alone 
with a patient who has a murmur with a sub- 
sequent check by an experienced man teaches 
them more about physical diagnosis than seeing 
a dozen patients in the hurly-burly of general 
ward rounds. 

There was a time when, after a cardiac patient 
was discharged from the hospital, it was very 
uncertain either that he would continue to carry 
out his orders at home or that he would come 
back for check up until it was necessary for 
him to enter the hospital again with frank con- 
gestive failure. If he did come back to the Heart 
Clinic and one of us wanted an x-ray, an electro- 
cardiogram and a sedimentation rate, he might 
have to return to the x-ray department the next 
Monday at 2 p.m., to the electrocardiographic 
laboratory at 10 a.m., Thursday, and to the 
blood laboratory at 9 a.m. Friday. And the 
doctor who asked for these tests would be lucky 
if he got his patient and his reports together in 
another month. And if the patient failed to 
show up for his appointments, we could only 
guess whether he was not well enough to get 
there or whether he was disgusted with the whole 
business. It is hardly necessary to remark that 
often many trips, perhaps requiring him to walk 


SOUTHERN MEDICAL JOURNAL 





August 1951 


several blocks to the bus and several more from 
the bus to the hospital, were not in the best in- 
terests of the cardiac patient. 


Now the patient is better served; he is indeed 
well taken care of. The student and his con- 
sultant can get the necessary laboratory data 
immediately while their interest in the case is 
at its height. 

The modest success we are achieving in this 
Heart Clinic is the result of the cooperation of 
the various agencies listed and of the interest 
and enthusiasm of many individuals in these 
groups. And we are achieving some success, for 
even the superintendent of Grady Hospital has 
been convinced that less time in the hospital is 
required for the treatment of cardiac patients, 
especially the rheumatic ones, and that they 
return less often for admission to the hospital 
and they live longer. He knows too that it helps 
to have our visiting nurses see the cardiac patients 
and take them their digitalis or other necessary 
drugs, remind them of the importance of the low 
sodium diet, and inject mercurial diuretics, par- 
ticularly now that many of our house officers are 
being called into service. 


DISCUSSION (Abstract) 


Dr. Hanford Phillips, St. Louis, Mo—The cardiac pro- 
grams were begun before the Federal grant programs 
began, were they not? There are other clinics in process 
of formation, are there not, Dr. Bowdoin? 


Dr. C. D. Bowdoin, Atlanta, Ga—At the time that 
the Federal money became available, of course, there 
were not any known cardiac programs in existence in 
the country, actually as control programs. Of course, 
there were many cardiac clinics in operation, but no 
one seemed to know just what it was actually to have 
a cardiac control program. 

Dr. Sellers gave me the job of trying to decide what 
a cardiac control program was, and we were one of the 
ten states selected by the Public Health Service to 
receive a grant to try to establish the program. After 
considerable discussion, it appeared that the greatest need 
was for a convalescent care program. We established 
this in Fulton County, only in January of 1948 to Janu- 
ary, 1949. On July 1, additional funds became available 
and we expanded this program to include the city of 
Atlanta and DeKalb County. Since that time, we have 
established in connection with the Medical College of 
Georgia and the Richmond County Health Department, 
a similar type of clinic. In fact, it is the same organiza- 
tional plan. They have two visiting nurses and a social 
worker on their staff. 


The program has been most gratifying and I think 
everyone has enjoyed very much and appreciated the 
additional service which we have been able to render. A 
number of other heart clinics are being established 
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throughout the state, but due to the withdrawal of 
Federal funds, we are not able to help them with per- 
sonnel. We have bought some equipment for some of 
the clinics that are being established. There is a clinic 
already in operation in Savannah, Georgia; one being 
set up in Brunswick; one in operation in Albany; one 
in Columbus; and one in Athens. So it appears that we 
shall have, if funds are available in time, a fairly com- 
prehensive cardiac control program in Georgia. 


Dr. N. H. Dyer, Charleston, W. Va—We have not 
done much in West Virginia along this line. When the 
Federal funds were available, we began planning a pro- 
gram. We found that in one county, Kanawha, with a 
population of 250,000 people including the city of 
Charleston, a Heart Clinic sponsored by the State Heart 
Association had been in progress about two years. We 
thought that, with our small amount of Federal money, 
approximately $20,000 with no state money to match, 
we should join the group of cardiologists in the city of 
Charleston and supplement their program. This was 
done and is working out very well. We hope that this 
pilot, or program demonstration, may with expanded 
funds and personnel, branch out and take in more of the 
state. It is a program that is greatly needed. 


Dr. Blackford (closing) —I should like to remind you 
that this is not done entirely with Federal funds. The 
Georgia Heart Association and the American Heart 


Association are opening additional clinics in other towns 
in Georgia. 





SPONTANEOUS THROMBOSIS OF THE 
INTERNAL CAROTID ARTERY* 


By Homer S. Swanson, M.D. 
Emory University, Georgia 


The correlation of clinical syndromes in terms 
of pathologic findings is considerably enhanced 
by the introduction of each new diagnostic pro- 
cedure. An excellent example of this is the re- 
newed interest in cerebrovascular disease follow- 
ing the introduction of cerebral arteriography 
by Monitz! in 1927. This procedure, which has 
made it possible further to delineate many types 
of cerebrovascular disease, has opened many 
avenues of therapeutic approach to a problem 
which was once seemingly devoid of hope for 
victims of this disease. One such clinico- 
pathologic entity which has been recognized as a 
result of the wider usage of cerebral angiography, 
is spontaneous thrombosis of the internal carotid 
artery. Prior to Monitz’s monumental work less 
than ten cases of this condition had been re- 


*Read in Section on Neurology and Psychiatry, Southern 
Medical Association, Forty-Fourth Annual Meeting, St. Louis, 
Missouri, November 13-16, 1950. 


*Department of Surgery, (Neurological Surgery), Emory Uni- 
versity School of Medicine, Emory University, Georgia. 
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ported, and in each instance the diagnosis was 
established only by means of post-mortem ex- 
amination. That this lesion is not a rare one is 
demonstrated by the reports of Andrell,? Erikson* 
and Sorgo,* who have reported a total of twenty- 
six instances in cases subjected to cerebral arteri- 
ography. Monitz> has indicated that approxi- 
mately 8 per cent of his cases have been found 
to exhibit this lesion following arterial studies, 
and Hultqvist,® in a study of thirty-five hundred 
cranial autopsies, found ninety-one cases (2.6 
per cent). 


The similarity between the clinical picture of 
spontaneous thrombosis of the internal carotid 
artery and other cerebrovascular phenomena, par- 
ticularly the so-called cerebral vascular spasm 
and more advanced grades of vascular occlusive 
disease, appears to warrant a further study of 
this problem and a report of six additional cases 
encountered during the course of cerebral arterial 
studies. 


The pathogenesis of the spontaneous throm- 
bosis involving the carotid arteries in the cervical 
portion has not been established. Hultqvist re- 
ported that in all cases of primary thrombosis 
of the cervical portion of the carotid arteries in 
his series, the alterations were of the arterio- 
sclerotic type. Webster, et alii’ likewise found 
advanced atheromatous changes in four cases 
studied microscopically by them. Other authors, 
notably Sorgo and Andrell, have suggested that 
thromboangiitis obliterans might be the respon- 
sible entity in some cases and have described such 
instances. There are too few cases studied path- 
ologically to make possible any definite con- 
clusions concerning the etiology of the throm- 
bosis, but in the material recorded thus far the 
evidence would support the view that athero- 
matous changes predominate. 


The age incidence has been recorded as vary- 
ing from twenty-two years to seventy, with a 
strikingly high percentage of cases falling in the 
third to the fifth decades of life. There is a 
rather definite preponderance of this disease 
entity in the male, males having been affected 
four times as frequently as the females, and 
there is a much more striking predilection of the 
thrombosis for the carotid arteries on the left 
side, the left vessels being involved approxi- 
mately seven times as frequently as the right. The 
significance of this occurrence is perhaps related, 
as suggested by Webster et alii, to the variation 
in the origin of the carotid arteries on the two 
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sides, with differing hemodynamics and the 
greater ease of embolism on the left. 


Reported case histories demonstrate that the 
clinical picture in this condition follows a rather 
characteristic pattern. In approximately two- 
thirds of the cases there occurs an initial onset 
of transient cerebral symptoms of varying length, 
generally of a mild character, abating rapidly but 
subsequently increasing in severity and duration, 
not unlike the course of the so-called syndrome 
of cerebrovascular spasm. After a period which 
may cover several months or even years there 
usually occurs a severe episode which may result 
in the patient’s death or his severe incapacitation. 
The remaining one-third of the cases exhibit an 
onset of symptoms of an apoplectic character 
with the abrupt occurrence of severe neurologic 
handicaps identical with those seen in instances 
of cerebrovascular occlusive disease. Even in 
these instances there is a tendency, in the initial 
stage, toward rather prompt abatement of signs 
and symptoms. The initial symptom may fre- 
quently be one of headache which is strikingly 
unilateral and localized to the side of the lesion. 
The headaches may be present for many months 
before the onset of other symptoms. Convulsions 
occasionally occur and symptoms of involvement 
of the ophthalmic artery have been reported; as 
in one case of Andrell’s in which there was noted 
thrombosis of the central artery of the retina 
during the course of the illness. The clinical 
picture is determined by the localization of the 
cerebral lesion, and inasmuch as the pathologic 
lesions are predominantly encountered within the 
area of supply of the middle cerebral artery and 
most strikingly pronounced in the anterior cen- 
tral portions of this area, the first neurologic 
symptom manifested is, as a rule, a spastic hemi- 
paresis of varying intensity involving chiefly the 
arm, or in instances of involvement of the dom- 
inant hemisphere, an aphasia as well. 


It is of interest that the spinal fluid has usually 
been found to be within normal limits in those 
cases in which this study has been recorded. This 
fact may be of assistance in excluding other 
types of cerebrovascular disease in which altera- 
tions of the spinal fluid content are expected. 


The diagnosis may be suspected from the clin- 
ical course if one is cognizant of this entity, but 
it can be established only by means of either 
arteriographic verification or operative exposure 
of the occluded carotid artery in its cervical 
portion. The inability, at the time of indirect or 
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percutaneous angiography, to visualize the in- 
ternal carotid should prompt the direct exposure 
of the artery, and the demonstration of the non- 
pulsating, occluded internal carotid artery is then 
possible. It has been suggested that the diagnosis 
should be suspected in all cases in which there 
is an absence of carotid pulsation in the neck. 
Unfortunately for purposes of diagnosis, external 
and common carotid arteries are only rarely 
involved in the occlusion, and the pulsations of 
either of these arteries may obscure the lack of 
pulsation in the occluded internal carotid artery. 


CASE REPORTS 


A review of our personal files disclosed six 
instances of this clinical entity. Inasmuch as 
their case histories and clinical course were 
identical with those previously reported, only two 
cases will be recorded in detail. 


Case I (R. N. 49-1166) —This patient, a 35-year old 
white man, had experienced repeated attacks of right- 
sided headache for a period of five years. These were 
consistently preceded by transient periods of blurring of 
vision which he was unable to lateralize, and were re- 
lieved by ergotamine tartrate which suggested the diag- 
nosis of migraine. During a six-week interval prior to 
examination he had noted four distinct episodes of 
transient numbness of the left arm and leg lasting less 
than one hour and being unaccompanied by headache. 
Ten days prior to admission he again noted sudden 
numbness of the left hand associated with violent dizzi- 
ness, and within a few moments thereafter acutely de- 
veloped a complete loss of motor power as well as an 
apparent complete loss of stereognostic sense in the left 
hand and loss of power and position sense in the left 
leg. Within less than one hour he had regained approxi- 
mately 80 per cent of his motor power in the arm and 
leg, but he continued to be aware of some disturbance 
in sensation in the left arm and hand until the time of 
his admission. The examination revealed a depressed, 
moody and somewhat uncooperative patient who ad- 
mitted to some personality changes in recent months, 
consisting of irritability with slight provocation and an 
antisocial and moody attitude. The positive findings 
consisted of a definite left central facial weakness to- 
gether with awkwardness in performing rapid alternate 
movements with the left hand and fingers, and a defi- 
nite hyper-reflexia on the left combined with a positive 
Babinski. There were minor disturbances present in 
stereognostic sense in the left hand and in two point 
localization. The roentgenograms of the skull and spinal 
fluid studies having been found normal, an arteriogram 
appeared warranted. Upon direct exposure of the right 
internal carotid artery in the neck, a complete lack of 
pulsation of this branch was noted, and repeated aspira- 
tion attempts obtained only old clotted blood. Iodopy- 
racet (Fig. 1), when injected into the common carotid 
artery, was, on repeated occasions, visualized only in the 
external and common carotid arteries. An incision in 
the wall of the internal carotid artery confirmed the 
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presence of a completely occluding, organized thrombus. 
The wound was closed without resection or biopsy of 
the artery and within three weeks the patient was able 
to return to his former duties as a dentist entirely 
asymptomatic and neurologically intact. Nine months 
later his state of well being persisted. 


Case 2 (Mrs. D. 49-423) —A 47-year old white wom- 
an, was without previous significant or pertinent illness 
until three weeks prior to admission, at which time she 
experienced transient difficulty in speaking. One week 
later there occurred transient numbness of the right arm 
and face, subsequently followed by intermittent weak- 
ness of the right leg. Two days before she was seen, she 
again experienced difficulty in speaking, and this was 
associated with persisting numbness of the right arm 
and face, left frontal headache and a partial paresis of 
the right arm and leg. A slight nominal aphasia, right- 
sided hemiparesis and ataxia, loss of stereognostic sense 
in the right arm and absence of the deep reflexes on the 
right were noted on admission. During a four-day pe- 
riod of observation her neurologic picture varied from 
complete aphasia and hemiplegia to mild paresis on the 
right. Angiographic studies (Fig. 2) demonstrated a 
partial occlusion of the left internal carotid artery which 
was verified by exposure of the lumen of the vessel and 
the disclosure of an organized thrombus. There followed 
postoperatively a gradual clearing of symptoms and six 
months later the patient continued to exhibit minimal 
speech disturbances with mild hemiparesis and meager 
disturbances in stereognostic sense in the right hand. 


DISCUSSION 


It has been repeatedly demonstrated that 
arteries respond to disease or injury by spasm 
distal to the point of pathology. That this same 
physiologic response follows embolism or throm- 





Fig. 1, Case 1 
Arteriogram demonstrating a complete obstruction of iodopyracet 
in the lowermost portion of internal carotid artery in the cervical 


region. 
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bosis of the internal carotid arteries appears 
reasonable, and the assumption that the vaso- 
constrictor spasms might contribute to the de- 
velopment of cerebral lesions appears plausible. 
Monitz and other authors have presumed that 
the transient neurologic symptoms in thrombosis 
of the internal carotid artery characterizing the 
initial stages of this disease are due to the vaso- 
spasms of the cerebral arteries induced by the 
local lesion. 


In the management of these cases in the early 
stages, the therapeutic objective would appear 
to be the prevention of occurrence of persisting 
cerebral lesions. If one subscribes to the theory 
that the cerebral ischemia in the disease is due 
chiefly to the spasms elicited from the damaged 
artery, it follows that excision of the damaged 
segment of the artery would appear to be advis- 
able in the early stages. As soon thereafter as 
feasible, heparin or dicumarol should be admin- 
istered to prevent embolic complications. There 
appears to be general agreement that the per- 
sisting cerebral changes which occur in these 
instances are the result of thrombo-embolism, and 
in such cases resection of the thrombosed artery 
in the neck would add little except prophylac- 
tically. Perhaps in these latter circumstances, 
intracranial ligation of the internal carotid artery 
might suffice to prevent further embolic phe- 





Fig. 2, Case 2 
Incomplete filling of internal carotid artery in cervical region 
after external carotid has been temporarily ligated. 
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nomena particularly in the earlier age group 
where there exists minimal or no evidence of 
carotid atheromatous degeneration. Inasmuch as 
this diease entity appears to be a progressive one, 
and in view of the occurrence of reversible cere- 
bral lesions during the early stages of the disease, 
it is imperative that the syndrome be borne in 
mind in order that efforts may be instituted to 
prevent the irreversible cerebral changes sec- 
ondary to thrombo-embolism. This disease entity 
constitutes another in the group of cerebro- 
vascular problems in which retent advances in 
diagnostic measures have suggested the need for 
more specific therapeutic procedures, which may 
result in improvement in the prognosis of the 
cerebrovascular disease in general. 
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DISCUSSION (Abstract) 


Dr. Leonard T. Furlow, St. Louis, Mo—A patient 
whom I saw, a 51-year old, uneducated laborer, who 
could neither read nor write, was working for an indus- 
trial concern in St. Louis, with a long stem pipe in his 
mouth. The man next to him threw his arms out and 
accidentally struck his pipe, so that the stem penetrated 
this man’s throat. There was a lacerated, circular wound 
in the nasal-pharynx on the left side and contusion of 
the naso-pharyngeal wall. He fell to the floor im- 
mediately, unconscious, and this period of unconscious- 
ness lasted for approximately 20 minutes. When he was 
able to get up, he had a nose bleed and some bleeding 
from his mouth, so he went under his own power to 
the doctor’s office, where this lacerated wound in the 
soft palate was sutured. He returned to work; appar- 
ently was able to perform his duties in a fairly satis- 
factory way, went home, went to bed, seemed to be all 
right until the next morning when his family noticed 
that he was speaking in a garbled fashion. He was 
taken back to the physician, who sent him into a local 
hospital where I saw him approximately five days later. 
At that time he was totally aphasic and having constant 
convulsive twitching of the right side of his face. There 
was an obvious right hemiplegia. 

I suspected that he might have an intra-cranial clot. 
He had no evidence of increased spontaneous pressure, 
so a spinal puncture was done, and the findings of spinal 
fluid examination were entirely negative. 


In combination with his hemiplegia, he had a complete 
paralysis of the vocal cord on the right side; so that it 
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was approximately two weeks before he could make 
any sound other than a whisper. 


This man’s hospital course was ‘one of little change 
except for motor improvement. After about 10 days. 
he was able to be up and around, but his aphasia has 
persisted to the present time, so that he is now totally 
aphasic on the motor side, but is able to understand 
simple commands. Since he is unable to read or write 
it seems a rather hopeless problem to embark on any 
program of speech training. 


We did not do angiography on this man, but a 
pneumoencephalogram was done, after he had been in 
the hospital about three weeks. The only abnormal 
finding was a very slight dilatation of the ventricular 
system. 

Dr. Schwartz has been kind enough to furnish me 
with information concerning a patient, a 49-year old 
man, who presented himself with the complaint of a 
bruit which had been present over the right side of his 
head for a year. This bruit was quite audible with a 
stethoscope over his eye and over his temple. He had 
no other complaints, except that he did not feel quite up 
to par and fatiguability had increased. He had no par- 
ticular headache. Because of bruit, angiography was 
attempted, and it was possible to fill the internal carotid 
artery rather incompletely when the external was com- 
pletely occluded and when considerable pressure was 
used. Some filling was obtained, the carotid up to the 
carotid canal, but there was no visualization of dye 
intracranially. Nothing else was done. Strangely 
enough, the bruit completely disappeared and has not 
returned for over two years. During the intervening 
two years, however, he has had several transient epi- 
sodes of hemiparesis which have lasted only a few hours 
at the most. 


I should like to ask Dr. Swanson his opinion as to the 
relation of the five-year headache in the first case which 
he presented in detail, to the eventual thrombosis of the 
cervical portion of the internal carotid. 


Dr. Averill Stowell, Tulsa, Okla—I think that Dr. 
Swanson has made a very important contribution, for 
partial or complete occlusion of the internal carotid 
artery has often been overlooked. We have seen two 
cases of partial occlusion recently, which were discov- 
ered at the time of attempting arteriography. We use 
the open method. Interestingly enough, in both of these 
two cases, pneumoencephalograms were done prior to 
the attempted arteriography, and in both cases there 
was unilateral dilatation of the ventricular system. 


In these cases, there was a history of headache, and 
transient attacks of weakness had been present for one 
to two years before to the development of severe neuro- 
logic symptoms. In one of these cases, the local physi- 
cian had given injections of the superior cervical sympa- 
thetic chain with procaine, and in a matter of seconds 
following the injection there had been a marked im- 
provement in the hemiparesis. 

This brings up the point, in which we have been in- 
terested for a number of years, of the question of utiliz- 
ing the superior cervical ganglionectomy. I should like 
to ask Dr. Swanson whether or not procaine injections 
or superior cervical ganglionectomy was done in some 
of his cases. 
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Dr. Eugene L. Wenk, Shreveport, La.—I should like 
to ask Dr. Swanson what other evidences of thrombosis 
these individuals presented. By that, I mean what was 
the status of their retinal arteries, blood chlosterol level, 
or were there any sections made from the arterial wall 
at the origin of the embolus. Is it possible that the 
frequency of this condition may increase with the in- 
creased incidence of generalized arteriosclerosis? Is the 
disease progressive or recurrent? Possibly the incidence 
of so-called spontaneous thrombosis of the internal car- 
otid artery may be the same syndrome that has b2en 
diagnosed as a cerebral vascular accident! 


Dr. Charles E. Dowman, Atlanta, Ga.—I should like 
to describe a 45-year old Greek restaurant owner, who 
had had transient, generalized headaches over a period 
of about a month. The day of onset of his acute ill- 
ness, he came home complaining of a headache, took a 
nap, got up around two in the afternoon, complaining 
of more headache, went down to the restaurant, de- 
manded that his partner play poker with him, began 
betting a thousand dollars on the turn of a card, be- 
came more restless and talked and acted quite irra- 
tionally. Finally he wandered home. About four hours 
later he developed a slow, right hemiparesis, and gradu- 
ally after that an aphasia. 

I saw him within twenty-four hours, at which time he 
had a frank hemiplegia and aphasia. I felt certain that 
angiospasm was playing a part in all this. I did an 
arteriogram which showed a rather oblique shutting off 
of the internal carotid artery, and carried out a stellate 
block, first with procaine, and then with bromsalizol,® 
on both the left and on the right side, to encourage the 
circulation of the opposite carotid artery, as well as in 
the hope of helping with the angiospasm. 

This man, within ten days, had returning function, 
and within a month was entirely returned to normal, 
back to work. It is now nine months since this 
experience. 


Dr. Rives Chalmers, Atlanta, Ga.—This paper is im- 
portant to us as psychiatrists, too, because, first of all, 
Dr. Swanson tells us that his first patient was depressed, 
and I was reminded, as soon as I saw his topic on the 
program, of two patients whom I have seen who were 
never studied from a neurosurgical standpoint. There 
may have been spontaneous thrombosis of a cerebral 
vessel. We made a diagnosis of transient spasm of the 
cerebral vessels. 

One of the patients was a boy in the Navy, who had 
been diagnosed as having a personality disorder; he had 
been discharged fron: the Marine Corps, had enlisted in 
the Navy, and he was back with us. We did not really 
pay a great deal of attention to him because we felt that 
we could spend our time better with other patients. One 
day he came into a physician’s office and complained of 
a very severe left-sided headache, and his speech seemed 
to be thick. The physician was struck by the fact that 
something seemed to be going on which he did not 
understand. He told the boy to go back to the ward 
and he would see him in a little while. In a few minutes, 
he got a call from the ward, saying that the boy had 
seemed to become confused and was apparently in a 
stupor. Electro-encephalographic tracings were made 
which were typical of an acute lesion on the left side. 
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A spinal puncture was done and spinal fluid removed. 
The boy waked up on the table. He was aphasic. His 
aphasia cleared within the next few hours, so that he 
could communicate freely with us, but he had an aphasia 
for numbers which persisted for several days. He made a 
complete recovery, and the only therapy he received was 
a spinal puncture. I wonder whether he had a thrombosis 
or whether this was just a spasm. - 

Another case, a man 63 years old, was brought to me 
because of depression. His family had been concerned 
about him for several years. He was head of one of our 
state institutions and a very highly respected person, 
but he has had a great deal of difficulty in his own 
private life, and he had turned to alcohol in the few 
years prior to coming to me. His history immediately 
prior to my seeing him was one of having several epi- 
sodes of a transient weakness of the right side of his 
body, and his family noted it more in a weakness of 
the right side of his face. When he came to me, he had 
been sent by his family physician who thought that this 
was a psychological rather than an organic disturbance. 
A neurologic consultation revealed the muscle weakness, 
but no definite cause for it. I have seen him at intervals 
since that time for psychotherapy. He has stopped drink- 
ing. He has return of left-sided headache at times, and 
whenever he has a return of the headache he comes back 
to me. He has never had a return of the muscle weak- 
ness, and I am wondering whether possibly this man has 
a partial blockage of the artery, or whether he has in the 
past had a spontaneous blockage. 

The psychological aspect of this condition may be 
more important than we recognize. In Dr. Swanson’s 
first patient with a five-year history of headache, I am 
wondering whether emotional factors entered the picture. 


Dr. R. Burke Suitt, Durham, N. C.—These patients 
with internal carotid thromboses and allied conditions 
make rather uncongenial subjects for electroshock treat- 
ment, however gratifying their later study may be to our 
colleagues in neuropathology. I am indebted to Dr. 
George M. Margolis for his painstaking anatomical study 
of such a patient whose ninth electroshock treatment re- 
sulted in a fatality, which we have considered reporting. 


Dr. J. G. Lyerly, Jacksonville, Fla—Most of these 
patients are in middle age or old age group and throm- 
bosis may be considered as the cause. 

The possibility of trauma should be considered. A 
middle aged man who had a blow on his head, the 
following day had blurred vision in the eye above which 
he was struck. An ophthalmologist told him that he had 
a hemorrhage in the eye, and later that it had cleared. 
I saw him several months later because of vertigo, with- 
out any other symptoms or objective neurologic findings. 
The history disclosed that this man was not unconscious 
following the injury so that one would not think that 
he had concussion of the brain or brain injury of 
importance. 

Later on, in one of the Veterans Hospitals, he had an 
arteriogram performed by injecting the right carotid 
artery. I understand that this outlined arteries on both 
sides of the brain. A short time after this he was seen 
by Dr. Swanson who cut down on the left internal 
carotid artery and found it completely occluded and 
thrombosed. This patient returned to his home in Lake 
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City, Florida, and I saw him shortly thereafter. He came 
to me because of weakness of the right hand. He was 
put in a hospital and daily injections of procaine were 
given in the left stellate ganglion without any improve- 
ment. He also had bilateral stellate ganglion blocks 
without any improvement in the paralysis or the aphasia 
which he was developing. 


This brings up the point as to whether a periarterial 
sympathectomy should be done when one can demon- 
strate an occlusion of the internal carotid artery. I 
should think that if a procaine sympathetic block showed 
no improvement, probably a periarterial sympathectomy 
would also be of little value. 


Dr. Swanson (closing).—It should be borne in mind 
that the title of this paper was “Spontaneous Thrombosis 
of the Internal Carotid Artery.” There are a number 
of reports in the literature of post-traumatic thrombosis 
of the internal carotid artery in the neck. We personally 
have had three such instances. In the case report of Dr. 
Furlow, there would appear to be very little question 
about the role of the trauma. In the cases which we are 
reporting, there is no traumatic incident preceding the 
onset of the thrombosis, rather they are spontaneous 
thrombotic lesions of the internal carotid artery in the 
neck. 


I am afraid that I have no clear cut ideas as to the 
origin of the headache in these patients. There is much 
in the literature and we speak very glibly about vascular 
headaches and we do try various therapeutic measures 
which we assume to relieve vascular spasm, but in almost 
every report in the literature, in the historical data 
presented, unilateral headaches antedating the onset of 
symptoms are mentioned, and in our group there were 
four patients who had experienced rather longstanding 
unilateral headache on the side of their subsequent 
thrombosis. As to the age of the thrombus which was 
demonstrated in the second case, it was obviously much 
older than the three-week history which the patient pre- 
sented. The dentist had had headaches for five years 
and neurologic symptoms of only three weeks. Here 
again the thrombus obviously antedated the onset of 
symptoms but this does not explain the origin of the 
unilateral headaches of which these patients complain. 


Dr. Stowell has mentioned the use of stellate blocks 
and stellate ganglionectomy in the treatment of these in- 
dividuals. I am sure that Dr. Schwartz can probably 
answer this question better than I and for that reason I 
believe that we can dismiss this question by saying that 
we have done stellate ganglionectomy in two cases pre- 
senting with spontaneous thrombosis of the internal 
carotid artery in the neck. One patient had had five 
transient episodes of aphasia and right hemiplegia in a 
five-month period of time before arterial studies dem- 
onstrated the thrombus. Following the arterial studies, 
the man was placed on dicumarol® and he did very well 
for six months without seizures. He was then brought 
back into the hospital with the idea of ligating his 
internal carotid artery but in view of his improvement, 
Dr. Fincher elected to carry out a stellate ganglionectomy 
on the side of his lesion. Preoperatively, dicumarol® was 
discontinued for a period of a month, and within a 
period of a week he had two transient periods of nominal 
aphasia and right hemiparesis. Following stellate gan- 
glionectomy, he has had in the five-month period of 
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observation five seizures identical with those which 
existed before surgery, so that one certainly could not 
feel that stellate ganglionectomy has in any way in- 
fluenced this man’s disease. The other patient in whom 
stellate ganglionectomy was carried out was already im- 
proving before this procedure was performed and his 
improvement has continued until the present time, so 
that no conclusions can be drawn concerning this last 
instance. 


The question has been asked concerning the relation- 
ship of atherosclerosis to these cases, and the possibility 
that the incidence of spontaneous thrombosis of the 
internal carotid artery might be more frequent in the 
age group in which this disease entity can be expected 
to occur. It should be mentioned that there is in the 
literature an instance of a 14-year-old boy presenting 
with a spontaneous thrombosis of the internal carotid 
artery and the age of our patients varied from 31 to 47 
years. Blood chemical studies have been mad: of two 
of these patients and none has shown any particular 
abnormalities to suggest a predilection for atherosclerosis. 
I frankly am concerned about doing arterial studies on 
persons over 50 years of age. Although I personally 
have had no catastrophes I have seen two at the Veterans 
Hospital following arterial studies. One a man 60 
years of age, developed a very extensive thrombosis 
following arterial studies which resulted in his death. 
The other developed a transient hemiparesis of three 
months duration. Particularly where there is some 
evidence of an already existing cerebral vascular disease 
we are reluctant to carry out arterial studies. We have 
seen thrombosis of the internal carotid artery follow 
the trauma which goes along with doing arterial studies, 
as others have. Although I am sure that many older 
individuals may have thrombosis of the vessel in the 
neck, or intracranially, inasmuch as we personally are 
reluctant to do arterial studies on the older age group, 
I suspect that it will remain for some of the more 
courageous to answer this question. Two reports in the 
literature may help. The first is the study of Hultqvist 
who did 3,500 cranial autopsies and encountered some 
92 cases of thrombosis of the internal carotid artery. 
Obviously many of these individuals were in the older 
age group. The other work is that of Dow, who studied 
the arteries of the entire body with particular reference 
to the incidence of atherosclerosis. He found that the 
internal carotid artery immediately below the siphon 
exhibited a very high incidence of arteriosclerosis even 
in younger individuals, and from this study, one would 
assume that the internal carotid artery is particularly 
prone to the development of arteriosclerosis. 

Dr. Chalmers has brought up the question of psycho- 
logical factors in these patients. If the anterior cerebral 
artery is involved, secondary either to spasm or actual 
thrombosis from the internal carotid artery, one may 
expect changes in the frontal territory. Two of our 
patients have exhibited very definite psychological handi- 
caps and at the moment Dr. James Brawner, Sr. is 
treating one of them. The reports in the literature would 
indicate that a very high percentage of these patients 
exhibit psychological manifestations as a part of their 
clinical picture. 


The patient referred to by Dr. Lyerly was seen by us 
at an earlier date and I must confess that I had the 
personal feeling that had we been more courageous in 
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attacking his problem, we might have prevented the dif- 
ficulties which he now shows. I differ somewhat with 
the historical data presented, inasmuch as apparently 
this man’s symptoms were initiated by trauma incurred 
in an automobile accident, and I had the feeling that 
his thrombosis might well have been due to trauma. The 
original visual handicaps which he experienced im- 
mediately following it which were diagnosed as retinal 
hemorrhage could well have been due to thrombosis of 
the ophthalmic artery as a part of this thrombosis of 
the internal carotid artery. When he was seen by us, he 
exhibited a rather odd sort of visual handicap with an 
altitudinal blurring of vision. A very distinct bruit over 
the right eye and arterial studies had previously been 
carried out on the right side which showed excellent 
filling of the cerebral carotid circulation on both sides 
and the presence of a thrombosis of the internal carotid 
artery on the left. We confirmed the presence of a 
thrombus by exposing the internal carotid artery on the 
left in the neck but went no further surgically, other 
than to block the stellate ganglion on two occasions 
without in any way influencing the visual handicaps of 
which he complained. I have the distinct feeling that 
as far as therapy in this group is concerned if one is to 
carry out any surgery, one should attack the vessel 
itself. The vascular surgeons have demonstrated clin- 
ically and experimentally that in the presence of throm- 
bosis of the vessel, spasm distal to the point of thrombus 
can be obliterated by resection of the thrombosed seg- 
ment of the artery. In order to prevent propagation of 
the thrombus, either resection of the internal carotid 
artery in the neck should be done if one can get above 
the level of the thrombus which, unfortunately, in many 
instances one cannot do; or if this is not feasible, intra- 
cranial exposure of the internal carotid artery should be 
done with ligation of the vessel intracranially. 





THE ROLE OF HYPERSENSITIVITY 
IN RHEUMATIC FEVER* 


By NetLu K. Weaver, M.D.‘ 
New Orleans, Louisiana 


The recent promising use of the adrenal corti- 
costeroid hormones in the treatment of the rheu- 
matic disease state serves to bring the rheumatic 
fever problem back into focus, and to re- 
emphasize the great gaps in our knowledge of 
the pathogenesis of this disease. Consequently, 
it is felt that it may be of interest to review the 
development of current concepts of the etiology 
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of rheumatic fever, together with the supporting 
experimental data, and to consider this informa- 
tion in relation to the known forms of the allergic 
reaction. 


The history of rheumatic fever goes well back 
into the past century, when European physicians 
tended to confuse the disease with tuberculosis 
which was very prevalent. With the widespread 
acceptance of bacteria as causative factors in 
disease around the turn of the century, it was 
natural that physicians and bacteriologists should 
try to demonstrate a causative organism within 
the basic rheumatic fever lesions: the concept of 
rheumatic fever as the direct result of tissue in- 
fection. Various bacterial organisms, and viruses, 
too, were at times incriminated, apparently 
backed by good experimental observations; !’ 
some of these agents are listed in Table 1, along 
with a brief statement citing evidence for and 
against their etiologic role in rheumatic fever. 
Almost from the beginning the streptococcal 
group of bacteria received the greatest amount of 
attention.*!!_ The numerous cultural studies con- 
cerned with the isolation of some streptococcal 
organism from diseased heart valves, myocardial 
lesions, and blood of rheumatic subjects are well 
known. It was as recent as in 1940 that Cecil 
and his co-workers!” finally concluded that, ““Ex- 
tensive cultural studies have been made . . . no 
organism of significance has been consistently 
isolated.” 


A great variety of disease states has been re- 
ported in the literature as causing or precipitating 
an attack of rheumatic fever (Table 2). Included 








RHEUMATIC FEVER THE DIRECT RESULT OF 
INFECTION BY CAUSATIVE ORGANISM 


(1) Tubercle Bacillus—The Koch bacillus was widely incriminated 
as the causative organism by early European investigators. 
This belief resulted from failure to distinguish between the 
two diseases occurring in high incidence in certain areas. 
Subsequent studies have clearly established tuberculosis and 
rheumatic fever as separate, distinct entities. 


(2) Virus.—Particles resembling virus inclusion bodies were ob- 
tained from pericardial and pleural fluid of rheumatic subjects, 
the particles being agglutinated by serum from patients with 
rheumatic fever. 

These particles were later proved to be nonpathogenic and the 
agglutination was shown to be nonspecific. 


(3 


~ 


Pleuropneumonia-like Organisms.—These organisms were re- 
ported in cultures from rheumatic exudates and tissues. 

No consistent association with clinical rheumatic fever has 
been demonstrated, however. 


Streptococci (Group A, Hemolytic, Alpha, Nonhemolytic, 
“Streptococcus Cardioarthritidis,” et cetera).—An attenuated 
beta streptococcus was reported by Cecil in blood cultures of 
more than half the rheumatic fever subjects studied. 

All attempts to prove that rheumatic fever results directly 
from tissue infection by streptococci have failed, the concept 
having been abandoned by almost all workers. 
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Table 1 
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are various bacterial infections and parasitic in- 
festations, exposure to “toxins,” trauma, both 
physical and psychological, and even the trans- 
placental transmission of the disease from mother 
to fetus.'-!8§ However, such reports are deficient 
in bacteriologic and immunologic studies and the 
criteria for diagnosis of rheumatic fever, and the 
etiologic significance of the pathologic states can- 
not be considered as established. 


Most recent investigators have adopted the 
concept that rheumatic fever is the indirect result 
of infection by group A hemolytic streptococci. 
Evidence in support of this theory may be classi- 
fied as epidemiologic, clinical, bacteriologic, and 
immunologic. We shall not consider the epi- 








FACTORS REPORTED TO CAUSE RHEUMATIC FEVER 


(1) Malaria (6) Splenectomy 


(2) Dysentery (7) Tonsillectomy 
(3) Sandfly fever (8) Fractures 
(4) Physical trauma (9) Sunburn 
(5) Psychic trauma (10) Immunizations 


(11) Congenital rheumatic mitral stenosis 








Table 2 


Clinical evidence, suggesting a 
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demiologic evidence here, but pass on to a con- 
sideration of the clinical evidence. 


The clinical sequence of events, respiratory 
tract infection in an individual followed after two 
or three weeks by the onset of a rheumatic fever 
attack, is illustrated in Fig. 1.!°?4+ Similarly, 
clinicians have long been aware that several rheu- 
matic attacks may be expected to follow late in 
an epidemic of tonsillitis or pharyngitis. T. D. 
Jones,?> analyzing data from a rheumatic fever 
hospital, found that approximately one-half to 
two-thirds of the episodes were preceded by 
respiratory infections; others would place the 
fraction even higher, with consequent reduction 
in the number of apparently ‘‘spontaneous” 
attacks. 


As to bacteriologic evidence, it is difficult to 
establish data of this nature, since by the time 
a rheumatic attack is manifest, the preceding in- 
fection and its associated bacteria may have 
completely disappeared. The reported incidence 
of streptococci in the throat and nasopharynx 
preceding rheumatic fever varies from 40 to 100 
per cent, although most recent data?®?* tend to 
approach the latter percentage (Fig. 2). In the 
large army hospital series of Rantz, Boisvert and 
Spink,”? no episodes of rheumatic fever followed 
infections considered to be nonstreptococcal, 
while there were 15 episodes in 410 subjects with 
culturally proved streptococcal infection. 


Bocteriologic Evidence, suggesting a relationship between 
respiratory tract infections and the episode of Rheumatic 
Fever. 


It ip difficult to estodiish evidence of this nature, since by the time @ 

is monifest, the preceding respiratory tract ifec- 
thon, end its 219Qnism, have La y disonpser- 
e¢ 0 be valid, cultural evidence, then, must be obtained during 
the two or three weeks preceding the acute attock 








~ RELATIONSHIP OF INFECTION WITH GROUP A HEMOLYTIC 
STREPTOCOCCUS TO EPISODES OF RHEUMATIC FEVER 


Perents Tetai No of wat, sey cates by Reston Paceged Dy Pee 
Author Poner Preryages Cult ctve Pher, 





Of IStO subjects with upper respirctory infections 
observed in on Army hospito!----- 

















Vol. 44 No. 8 


However, this does not necessarily mean that 
rheumatic subjects are particularly prone to har- 
bor streptococci; studies of seasonal flora in 
rheumatic and control subjects revealed no sig- 
nificant difference (Fig. 3).5° 

Fig. 4 shows the striking reduction in strep- 
tococcal respiratory tract infections, and in re- 
lapses of rheumatic fever, following the admin- 
istration of sulfonamides prophylactically.4! More 
recent studies have demonstrated the even greater 
efficacy of prophylactic penicillin.s? In addition, 
penicillin administered therapeutically to subjects 
with early streptococcal infection may prevent an 
ensuing rheumatic attack in a significant number 
of cases.°*5 


Since a considerable percentage of rheumatic 





ANTIGENIC COMPONENTS OF GROUP 
STREPTOCOCCI 





A HEMOLYTIC 


Antigen Antibody 


Streptolysin “O” 
hemolysin) 


(extracellular Antistreptolysin ““O" 


Streptolysin ‘‘S’’ Antistreptolysin “‘S” 


Fibrinolysin (streptokinase) Antifibrinolysin 


Hyaluronidase Antihyaluronidase 


Erythrogenic toxin Antitoxin 
“C” species specific group A | 
substance of Lancefield 
! 
“D,” “E” and “‘K” proteic fractions | 08 ? 
of Heidelberger and Kendall .‘'Precipitins” to appropriate 
{ substances 


“P”’ nucleoproteic substance 
of Lancefield 

“M”’ type-specific substances 

Proteinase Antiproteinase 

Desoxyribonuclease (*‘dornase’’) *Antidornase™ 


Ribonuclease Antiribonuclease 








Table 3 


SEASONAL PHARYNGEAL FLORA 
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fever episodes may occur without a preceding 
clinical respiratory tract infection, and in the 
absence of culturally proved streptococcal infec- 
tion, investigators have sought other means, in- 
cluding immunologic studies, to link streptococcal 
infection with rheumatic fever. The known anti- 
genic components of group A hemolytic strepto- 
cocci which may, under certain conditions, result 
in the formation of antibodies determinable in 
the sera of infected subjects are listed in Table 
3.34 Most studies have been concerned with the 
levels of antistreptolysins, antifibrinolysin and of 
certain precipitins in the sera of the subjects. 
Mote and Jones*> carried out extensive in- 
vestigations of the immunologic response to 
streptococcal infection. The distribution of strep- 
tococcal antibodies in the sera of control subjects 
is shown in Fig. 5; none of these “healthy” sub- 
jects or subjects with miscellaneous chronic dis- 
eases had had rheumatic fever or a history of a 
respiratory tract infection during the four- to 
six-month period prior to the test. Nevertheless, 
the antibody titers are above normal in a con- 
siderable number, probably indicating ‘“subclini- 
cal’’ streptococcal infections. When these data 
on control subjects are analyzed according to age 
groups, it is found that the greatest incidence of 
elevated titers occurs during the decade five to 
fifteen years of age, corresponding to the period 
of greatest incidence of rheumatic fever. And 
when analyzed according to season of the year, 
and according to environmental groups, the high- 
est incidence of elevated titers is again seen to 
occur in those circumstances predisposing to 
rheumatic fever, during the winter months, and 
in northern children of “poor background.” Fig. 
6 demonstrates the very high percentage of ele- 
vated antibody titers in subjects 
with scarlet fever, a condition 
accepted as poststreptococcal in 


(123. Subjects — 4857 Outtures)' (109 Subjects — 1231 Cutnures) nature. An almost identical im- 
wo, oot fay a ws Bey ee wit, SR, Sh, SE. munologic response is seen in 
Se fs patients with an initial episode 





of rheumatic fever which was 
preceded by a symptomatic res- 
piratory tract infection. Ele- 
vated titers are also a common 
finding in initial rheumatic at- 
tacks not preceded by a symp- 
tomatic respiratory infection 
(Fig. 7), and in recurrences of 
the active rheumatic state. 
This information relative to 
the immunologic response in 
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rheumatic fever has been presented, because 
some of the claims made as to its significance 
would seem to be unjustified. There is no evi- 
dence to indicate that any streptococcal product, 
or antibody formed in response to any strep- 
tococcal product, plays a role in the pathogenesis 
of rheumatic fever. The presence of elevated 
antibody titers serves only to indicate previous 
streptococcal infection.‘ *¢ 


While the fundamental disorder or mechanism 
producing the rheumatic fever lesion is unknown, 


EFFECT OF PROPHYLACTIC SULFONAMIDES 


Incidence of Group A Hemolytic Streptococcal infections and Rheumatic 


Fever Relapses During Four Seasons 


& svevecrs 








lactic Sulfonemide Therapy. 
Fig. 4 
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the presence of the latent period following the 
streptococcal infection has drawn the attention 
of investigators to the phenomena of “allergy” 
and “hypersensitivity.” This latent period has 
also been found to be present whenever investi- 
gators have attempted to reproduce rheumatic 
fever experimentally; hence their methods can 
be considered with respect to the known basic 
forms of the allergic reaction. 


Anaphylaxis, in which a histamine-like sub- 
stance appears to operate with smooth muscle 
as end organ, would not seem 
to be a part of the pathogenesis 
of rheumatic fever. But the 
other “immediate whealing type” 
allergies with demonstrable cir- 
culating antibody, serum sick- 
ness in man and the experi- 
mentally produced Arthus phe- 
nomenon, may result in lesions 
histologically similar to those of 
rheumatic fever. Following the 
observations of Klinge in 1929, 
considerable experimental work 
has been done, notably by 
Rich,*’ on the production of 
vascular, myocardial and _ val- 
vular lesions in rabbits. This 
was accomplished by the re- 
peated injection of foreign pro- 
tein antigen. The lesions so pro- 
duced seem to exhibit qualita- 
tively most of the pathologic 
characteristics of rheumatic 
lesions. Although these experi- 
mental lesions are definite, re- 
producible and perhaps similar 
to those observed in man in 
such conditions as serum sick- 
ness and periarteritis nodosa, 
they actually leave much to be 
desired as a prototype of the 
real Aschoff body of rheumatic 
fever. 
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Bacterial allergy is charac- 
terized by the delayed type skin 
response, of which the tuber- 
culin reaction is the prime ex- 
ample. Although the results of 
skin-testing rheumatic subjects 
with killed streptococci or strep- 
tococcal products have re- 
mained inconclusive,>* the ab- 
sence of any circulating anti- 
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bodies of etiologic significance 
may be like those conditions 
operating in bacterial allergy, 
where antibodies appear to be 
fixed to the tissue cells. Murphy 
and Swift,5? by a technic of re- 
peated focal cutaneous infec- 
tions in rabbits, utilizing group 
A hemolytic streptococci of dif- 
ferent serologic types, have pro- 
duced cardiac lesions strikingly 
similar to those observed in sub- 
jects with rheumatic fever. As 
an experimental method for the 
production of rheumatic-like 
lesions in animals, this would 
seem to represent a most im- 
portant advance. But the sig- 
nificance of such work in rela- 
tion to the disease as it occurs 
in man is yet to be established. 


Isosensitization, another form 
of the allergic reaction, is illus- 
trated by the Donath-Land- 
steiner reaction and by the hem- 
olysis by cold agglutinins which 
may occur under certain condi- 
tions. It was considered pos- 
sible that isosensitization might 
be achieved by the addition of | 
some streptococcal product as 
a hapten to certain tissue prod- 
ucts of the host. Hyaluronic 
acid, one of the basic constit- 
uents of connective tissue, is 
also present in the capsule of 
some strains of hemolytic strep- 
tococci, and it was thought this 
capsular hyaluronic acid by 
acting antigenically might re- 
sult in the formation of anti- 
bodies which would act ad- 
versely upon the host’s connec- 
tive tissue. However, this in- 
genious theory could not be 
proved, since all attempts to 
detect antibodies to hyaluronic 
acid as an antigen or hapten 
have failed.4° The enzyme hya- 
luronidase, produced by group 
A streptococci types 4 and 22, 
although it does result in anti- 
body formation (antihyaluroni- 
dase), likewise seems to be of 
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no special significance in the pathogenesis of 
rheumatic fever. Similarly, all attempts to pro- 
duce isosensitization to connective tissue or 
cardiac tissue extract plus streptococci, strep- 
tococcal products and adjuvants have failed.*! 4? 

Since allergic factors may play a role in the 
pathogenesis of rheumatic fever, methods sus- 
pected to alter certain aspects of the allergic 
process have been utilized in attempts to influence 
the rheumatic fever process. Such attempts to 
alter the reaction include: 


(1) Desensitization Attempts to desensitize 
rheumatic subjects to streptococcal products have 
failed to influence the course of the disease.*3 44 

(2) Salicylates.— Compounds of this nature 
have been said to impair antibody formation and 
to interfere with antigen-antibody reactions; evi- 
dence for such actions is not wholly convincing. 
Their use in rheumatic fever, though altering 
certain symptoms, has not been shown to influ- 
ence the occurrence or course of the disease.*> 4¢ 

(3) Antihistamines. — These drugs have no 
demonstrable effect upon rheumatic fever, al- 
though under certain circumstances they may be 
able to alter to a slight extent some of the experi- 
mental necrotizing allergies.*’ 48 

(4) ACTH and Cortisone.—Although it is still 
too early to arrive at any definite conclusions, it 
would appear that these hormones are able to 
alter some fundamental mechanism of both the 
allergic and rheumatic fever processes. One can- 
not say whether it is a mechanism common to the 
pathogenesis of both, because our knowledge is 
still very incomplete. These agents may prove to 
be useful experimental tools for the acquisition 
of further knowledge about these processes.*?55 


Although it appears highly probable that 
some hypersensitivity phenomenon resulting from 
group A hemolytic streptococcal infection plays 
an important role in the pathogenesis of rheu- 
matic fever, it is not possible at present to desig- 
nate the exact mechanism involved. However, 
our review of the subject would seem to indicate 
that much real progress toward understanding 
the problem has been made. 
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ROENTGEN DIAGNOSIS OF NEOPLASTIC 
DISEASE OF THE LUNGS* 


By L. R. Sante, M.D. 
St. Louis, Missouri 


Only a few decades ago, primary carcinoma 
of the lung was regarded as a rare condition; 
today the lung has become commonplace as a 
site of malignant disease. Throughout the coun- 
try it has risen to a place second only to car- 
cinoma of the stomach; in our own institution it 
has assumed the topmost rank.' A diligent search 
for the cause of this unnatural increase in the 
disease is, therefore, under way. In the meantime, 
while this is in progress, we must endeavor to 
utilize every means at our disposal to aid in its 
early detection since we have at hand, through the 
advances in anesthesiology, chemotherapy, and 


: *Read in General Clinical Sessions, Southern Medical Association, 
Forty-Fourth Annual Meeting, St. Louis, Missouri, November 
13-16, 1950. 

_*From the Departments of Radiology, St. Louis University 
School of Medicine and St. Louis City Hospital. 
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the remarkable developments of chest surgery, 
methods which permit extirpation and cure. 


Roentgen examination of the chest is a most 
valuable aid in the detection and diagnosis of 
pulmonary neoplasms; in itself it is not always 
so clear as it may seem, but when correlated with 
the clinical history, it may become quite decisive. 
Up to a few years ago, the roentgenologic diag- 
nosis of pulmonary neoplasms was considered as 
an enigma by many radiologists.’ In recent years, 
however, increasing knowledge and more com- 
plete observations have widened the scope of 
roentgenologic usefulness. In typical cases the 
diagnosis is clear, but in some instances the 
decision still remains in a state of conjecture. 
Even a suspicion of the existence of a malignant 
lesion in the lungs, however, may prove the key 
to the diagnosis since this suspicion, gleaned from 
roentgen examination, may be confirmed by 
sputum examination for malignant cells, or from 
biopsy of material secured by bronchoscopy. 


Two things have contributed to advancement 
in the roentgenologic diagnosis: first, a more ex- 
tensive knowledge of the various forms assumed 
by this disease due to its greater frequency and, 
second, closer observation of the clinical symp- 
toms caused by the condition. 


A few years ago, in an attempt to find some 
means of improving the percentage of correct 
diagnoses of primary malignant tumors of the 
lung, a study was made in our institutions’ of 
the symptoms most frequently encountered in a 
group of proven cases of carcinoma of the lung. 
It was found that if the following symptoms 
were present: 


Progressive weakness 

Loss of weight 

Cough, usually dry 

Hemoptysis or blood-streaked sputum 
Without fever or other signs of infection 
For a duration of three months or more 
In an individual fifty years or older 


together with x-ray evidence of some type of 
infiltrative lesion in the lung, then it could log- 
ically be assumed that the condition present 
might be malignant in a large percentage of 
cases. Such an assumption might not in itself 
be conclusive, but it would at least direct atten- 
tion to the possibility of malignant involvement. 
This, in turn, could institute other confirmatory 
methods, such as examination of the sputum for 
malignant cells, and bronchoscopy for biopsy. 


It will be seen, then, that this places the 
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general practitioner and clinician in the forefront 
of this diagnostic procession if he will but bear 
in mind the possible significance of these few 
basic symptoms and secure a roentgenographic 
examination of the chest in such cases, he may 
institute the procedure which will ultimately 
establish the diagnosis and even cure the patient 
of a cancer of the lung. 

It is the part of the radiologist to familiarize 
himself with the various forms assumed by such 
primary lung tumors in order that he may 
recognize them and appreciate their full signifi- 
cance. 

By far the greatest majority of the primary 
tumors of the lung are malignant. Malignant 
tumors of the lung occur most frequently in the 
fifth and sixth decades of life and predominate 
in the males eight or nine to one. A summary of 
the classification of malignant tumors of the lung 
almost universally accepted is as follows:* > 


Bronchiogenic carcinoma 
(1) Epidermoid; (squamous cell) carcinoma 
(2) Adenocarcinoma; may contain mucous cells 
(3) Undifferentiated carcinoma; small spindle or 
round cells; ‘“oat-cell”; Pancoast tumor 


Parenchymatous tumors 
(4) Alveolar cell carcinoma 


Connective tissue tumors 


(5) Sarcoma of the lung, very rarely 


Pleural tumors 


(6) Endothelioma (mesothelioma) 





Fig. 1 


The commonest type of nodular growth due to bronchiogenic 
carcinoma. It has well defined borders, usually springs from 
larger bronchial branches and does not tend to break down and 
ulcerate. 
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The site of origin and characteristics of their 
growth are largely responsible for the roent- 
genologic manifestations which they produce. 
When they present a characteristic picture, the 
diagnosis is clear, but many unusual forms occur 
which present difficulty in recognition. A few 
of these also will be presented. 


MALIGNANT NEOPLASMS 


From the roentgenologic viewpoint, bronchio- 
genic carcinoma may be considered as of two 
types; one a nodular type in which the growth 
springs from the bronchial epithelium, tends to 
remain local, and finally, by its growth, produces 
atelectasis of the segment of the lung in which 
it is located.® 


Bronchiogenic Carcinoma, Nodular Type. 
This type of malignant neoplasm produces a 
nodular growth originating from the bronchial 
epithelium, having a tendency to remain local, 
enlarging gradually until the bronchus is oc- 
“cluded, resulting in atelectasis of the portion of 
the lung which it supplies. When it involves the 
upper lobe, the combined appearance of the under 
convex margin of the bronchial carcinoma medi- 
ally and the upward concave margin of the lower 
edge of the upper lobe peripherally, produces an 
S-shaped curve which is quite characteristic of 
the condition in this location. Obviously, there 
is a much earlier period during its development 
when the small nodular growth just partially 
occludes the bronchus, causing obstructive em- 
physema. Detection in this early stage is most 
desirable. Only closest observation, using inspira- 





Fig. 2 


The nodular type of bronchiogenic carcinoma may enlarge, 
completely obstructing the branches causing atelectasis of the 
lobe involved. S-shaped curve shows atelectasis of the upper 
lobe. 
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tion and expiration films, will make possible the 
detection of this phenomenon. 


Bronchiogenic Carcinoma, Ulcerating Type.— 
Bronchiogenic carcinoma of this type springs 
from the deeper layers, forms a more bulky mass 
and tends to break down and ulcerate so early 
that the condition cannot be differentiated from 
a lung abscess. Even at autopsy the lesion is 
thought to be a pyogenic abscess, and indeed it 
is, except that it is within a carcinoma of the 
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Fig. 3 


Ulcerative type of bronchiogenic carcinoma showing early 
breaking down of the tumor with secondary infection and 
abscess formation. This cannot be differentiated from pyogenic 
abscess, without microscopic examination. 





Fig. 4 


(a) This nodular lesion in the lung resembles a tumor, but high 
fever indicates that it may be of infectious origin. 
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lung. Not until microscopic examination of the 
abscess wall is made, is its true malignant nature 
recognized. Only rarely does atelectasis occur 
in this type of bronchiogenic carcinoma. The 
destruction seen in these tumors is primarily due 
to the vulnerability of this specific type of 
growth; pyogenic infection is a secondary com- 
plication. 


Bronchiogenic Carcinoma and Mycotic Infec- 
tion, Monilia, Aspergillus, Saccharomycin, etc.— 
Not infrequently, malignant growths of the lung 
become associated with mycotic infection. It 
would seem that they furnish especially favorable 
soil for growth of yeast organisms. Such com- 
bined involvement may present a troublesome 
picture for the radiologist. If the fungous infec- 
tion is identified in pure culture, it may be 
assumed that the pathology present is due entirely 
to this infection. It has been our experience, 
however, that wherever such mycotic infection is 
identified, the possibility of carcinoma must 
always be considered. 


Pancoast Tumor.—Pancoast tumor (“superior 
sulcus” tumor) is not due to any specific cell; 
many types of cell structure have been found in 
such tumors. By “superior sulcus” is meant the 
superior rounded apical portion of the chest. This 
tumor has one characteristic by which it can 
usually be recognized: associated erosion and 
destruction of the adjacent ribs. This would 
suggest the invasion or origin within the chest 
wall. 





Fig. 4 


(b) Further examination one week later shows complete resolu- 
tion of the process indicating that it was a segmental con- 
solidation of lobar pneumonia. 
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While such tumors may not have a common 
cellular structure, certain features which char- 
acterize tumors of this region bind them together 
as a special entity. These are: extensive destruc- 
tion of the adjacent ribs (by which the character 
of the tumor is recognized), and pressure on 
the adjacent nerve structures. 


Primary Alveolar Cell Carcinoma.—This is a 
malignant carcinomatous tumor of the lung which 
arises from the alveolar cell structures. It is a 
peculiar process in so far as it originates simul- 
taneously from multiple locations in the lung 
parenchyma; a unique development in tumor 
formation. While this form of tumor was recog- 
nized many years ago,’ it was not accepted as 
an entity. Microscopically it resembles closely 
the adenomatosis resulting from jaagsiekte,> a 
virus disease occurring in sheep. 

Roentgenographically, numerous small areas 
of infiltration appear in the parenchyma of the 
lung field which grow and coalesce to form areas 
of massive consolidation. The lesions produced 
have at first a stippled radiographic appearance 
due to the fine residual air remaining in the 
center of the nest of circinate layers of enlarged 
alveolar cells. In some instances, such tumors 
may originate as isolated nodules which grow to 
form large bulky tumor masses similar to other 
tumors. Under these circumstances they cannot 
be recognized as of alveolar cell type. 


Endothelioma (Mesothelioma) of Pleura.— 
Such tumors arise from the endothelial lining of 
the pleura forming nodular masses, base at the 





Fig. 5 


Nodular lesion due to interlobar effusion encapsulated in the 
interlobar region on the right side which might be mistaken for 
tumor 
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periphery, bulging in toward the compressible 
lung. They may seed themselves over the pleural 
surface giving rise to multiple secondary growths. 
They incite pleural secretion, and only after 
withdrawal of fluid and replacement by air, can 
the true nature of the growth be demonstrated. 
Such tumors are very rare. 


Sarcoma of the Lung.—Primary sarcoma of 
lung’ is so rare that it can almost be dismissed 
as a Clinical entity. It bears no distinguishing 
characteristic and cannot be differentiated from 
other types of malignant lung tumors. 


Benign Tumors of the Lung.—Benign tumors 
of the lung occur most frequently in young in- 
dividuals and are most apt to occur in females. 
In these respects they differ from malignant 
lung tumors. 


Bronchial Adenoma.—This is a tumor of 
bronchial origin very similar in all respects to 
bronchiogenic carcinoma with the exception that 
it is slow and insidious in its growth after lasting 
for years. Many observers feel that it is also 
potentially malignant. We have followed such a 
patient for four years, only to have the growth 
take on malignant characteristics after that 
period. 


Solitary Fibroma.—Solitary rounded tumors 
of the lung from 1 to 6 centimeters in diameter, 
occurring in the parenchyma, are most fre- 
quently due to fibrous nodules resulting from 





Fig. 6 


A large nodule in the left lung field with a central rarefied 
area, due to layer upon layer of fibrous tissue, walling off a 
pyogenic lung abscess. 
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healing of chronic infection. These may develop 
as a result of nature’s efforts to wall off the 
infection, throwing layer upon layer of fibrous 
tissue about the infected area until, on cross- 
section, it appears laminated, forming a multiple 
“onion skin” appearance with a small vestige of 
the original infection remaining in the center. 


Such lesions may represent the ultimate heal- 
ing stage of a pyogenic lung abscess; or they 
may represent the nodular type of healing of 
pulmonary tuberculous lesions. If they are of 
tuberculous origin, they may show extensive 
caseation and calcification. 


Neurofibroma.—Nerve tissue tumors are usual- 
ly benign; they are composed of nerve tissue 
elements and usually originate posteriorly, often 
in the mediastinal region. They are usually 
rounded and smooth. Removal is feasible, with 
complete recovery. They may become malignant, 
becoming neurogenic sarcoma. 


Hemangioma.—This is a very rare type of lung 
tumor, consisting of a large plexus of dilated 
blood channels, usually producing direct connec- 
tion between the venous and arterial circulations. 
They are frequently diagnosed primarily as 
pneumonia due to their tendency to cause spon- 
taneous hemorrhage into the interstitial tissue of 
the lung, producing an area of consolidation. 
Fever and leukocytosis occur because of the 
hemorrhage, and the picture resembling pneu- 
monic consolidation is, thus, completed. Only 
after weeks of persistence of the lesion does the 
true nature of the condition become evident. A 





Fig. 7 
(a) Large solitary nodule in the left lower lung field having the 
density of calcium. Tuberculoma filled with calcium-containing 


<aseous material. 
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bruit may or may not be heard over the lesion. 
Fluoroscopic examination utilizing Valsalva’s ex- 
ercise may disclose a diminution in the size of the 
lesion on forced expiration. These most fre- 
quently occur in tiny infants, however, in whom 
the Valsalva exercise is impossible. Diagnosis is 
definitely confirmed by cardioangiography, dis- 
closing the high vascular content of the tumor. 


Primary Amyloid Tumor.—This is a very un- 
usual type of tumor;!° it is not a neoplasm in the 
true sense of the word since it does not result 
from multiplication of cell structures. It is a 
primary deposit of amyloid material, not the in- 
volvement commonly developing secondary to 
chronic suppuration in tuberculosis. The amyloid 
material is of grayish-yellow color and rubbery 
in consistency. Its etiology is not understood. 
There is no manifestation of infection; it occurs 
as a homogeneous material surrounding the bron- 
chial and vascular structures of the lung and 
may invade and occlude the bronchial or arterial 
lumen. When this occurs they bleed spon- 
taneously and profusely. 

Reimann’s classification is as follows: 

(1) Primary (atypical or systematized with- 
out any other associated disease). 


(2) Secondary (typical of the ordinary form 
which follows prolonged suppuration). 

(3) Tumor-forming (single or multiple local- 
ized). 





Fig. 7 


(b) Lateral view shows nodule on the posterior portion of chest. 





™m 





(4) Amyloidosis in association with multiple 
myeloma. 

Teratoid tumor or solid tumors containing 
remnants of fetal tissues are not so uncommon 
as they were formerly thought to be; they are 
found most often in the mediastinum and do 
not have any distinctive roentgenologic manifes- 
tations by which they may be identified. They 
are often cystic if they contain secreting mem- 
branes. 


This solid tumor contains rem- 
nants of a more adult type of tissue, especially 
cartilage. It from a centimeter in size 
to enormous tumors filling the chest. They are 
rounded and smooth, and often contain flecks 
of calcium deposit throughout. In dermoids the 


Hamartoma. 


varies 





Fig. 8 


(a) A well defined nodule in the left upper lung field mistaken 
for a lung tumor. 
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calcium deposit is at the periphery in the walls 
of the cyst. 


Fluid Cysts——Cystic tumors containing fluid 
are not uncommonly found in the lung.'! They 
are usually rounded and smooth in outline, and 
vary in size from a few centimeters to lesions 
almost filling an entire side of the chest cavity. 
They may rupture, discharging their fluid, and 





Fig. 8 


(c) Body section examination showed the consistent solid 


appearance of the mass. 





Fig. 8 


(b) Under x-ray therapy the mass became smaller, more sharply 
outlined and discrete. 


Fig. 8 


(d) Two years later, the mass has broken down and a cavity has 
formed; tubercle bacilli were found in the sputum. 
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disappear within a short time leaving a normal 
lung picture; or they may remain following 
rupture as large air cysts or pneumatoceles. The 
types most commonly encountered are: 

(1) Simple cysts, congenital or acquired. 

(2) Bronchiogenic cysts due to faulty develop- 
ment of bronchial structures. 

(3) Pericardial celamic cysts, closely associ- 
ated with the pericardial cavity, representing 
congenital inclusion of a part of this serous sac. 


(4) Inflammatory cysts, or localized pleural 
effusion formed by adhesion of two opposing 
pleural layers from infection. These usually 
occur at the periphery and bulge into the com- 
pressible lung, showing a rounded smooth margin. 

(5) Dermoid cysts, occurring most frequently 
in middle mediastinal space and bulging into 
lung field. Roentgen examination may show 
layering of the fatty contents when viewed in 
the upright position, and there is usually a 
calcium deposit in its wall. 


Other rarer types of congenital cysts are: 

(1) Esophageal. 

(2) Gastro-enteric. 

(3) Cystic lymphangioma. 

Paraffinoma of the Lung.—Introduction of 


paraffin-base oils, such as mineral oil, as a 
vehicle for medication into the lungs, sets up an 





Fig. 9 


Numerous tiny nodules arising spontaneously at many points 
throughout both lungs simultaneously due to alveolar carcinoma. 
This is an unusual type of carcinomatous involvement which 
resembles the lesions seen in the lungs of virus disease (jaag- 
siekte) in sheep. 
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irritating reaction in the lung when the oil reaches 
the alveolar spaces.!? Macrophages which take up 
the oil particles cannot digest them because they 
are inert and cannot be saponified. They are 
removed by way of the lymphatics and collect 
in the lymphatic structures near the hilum, where 
the phagocytes are destroyed and the oil coalesces 
into large inert masses. Heavy fibrous tissue re- 
action about the oily particles results in so-called 
paraffinoma formation. There is evidence to sus- 
pect that such collections may stimulate car- 
cinomatous degeneration. 


SUMMARY 


Within a few decades, primary cancer of the 
lung has risen in incidence from a relatively 
rare disease to one which rivals the topmost 
position, that of cancer of the stomach. 


Diligent search is being conducted to ascertain 
the cause of this phenomenal increase within a 
period of relatively few years. In the meantime, 
we must do everything in our power to cope with 
the situation as it exists by perfecting methods 
of early diagnosis and treatment of the disease. 


X-ray examination of the chest is one of the 
most effective means for the early detection of 
such malignant lesions. The difficulty arises in 
the fact that in the early stages of the disease, 
the symptoms may be so insidious that a serious 
condition is not suspected. 


A few years ago, in order to improve our 
diagnostic ability, the clinical findings associated 
with cancer of the lung were studied. It was 
found that in a large percentage of cases the 
following symptoms were apt to be present: 


(1) Progressive weakness 

(2) Loss of weight without apparent cause 

(3) Lack of fever or other indication of infection 
(4) Cough, often dry 

(5) Occasional bloody expectoration 

(6) Duration of three months or more 

(7) In an individual fifty years or older 


~ 


If, in addition to these symptoms, there was 
evidence of some type of parenchymal lesion 
shown on x-ray examination of the chest, then 
this could be considered as presumptive evidence 
that a cancer was present, and further investiga- 
tion could be instituted, such as biopsy of tumor 
tissue obtained by bronchoscopy, sputum exam- 
ination for malignant cells, aspiration of fluid 
and microscopic investigation. 
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The advances in anesthesiology, antisepsis such 
as antibiotic medication, and newer surgical 
methods, permit entering the chest with safety 
for the resection of such growths and bring hope 
where none existed before. 

The extreme importance of these symptoms 
in an otherwise not too acutely ill patient puts 
the general practitioner and clinician in the fore- 
front of this diagnostic schedule which may lead 
to the detection of a cancer of the lung and its 
possible eradication and cure. 
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DISCUSSION (Abstract) 


Question —Is it not true that diagnosis of virus pneu- 
monia is erroneously made with alarming frequency in 
carcinoma of the lung? 


Dr. Sante.—I do not think I would say with alarm- 
ing frequency; perhaps, in some cases, such an error is 
made. Interestingly enough there may be some connec- 
tion between some forms of carcinoma of the lung and 
virus disease. In jaagsiekte, a virus disease of sheep, 
there is evidence of development of a type of alveolar 
cell carcinoma. Such cases as these resemble very closely 
the bronchiogenic carcinomas. There has been some de- 
bate among pathologists as to the possible development 
of carcinoma of the lungs following long-standing virus 
pneumonia. In the recent epidemic of virus pneumonia 
which we have had, in certain cases which have been 
prolonged, tumors resembling alveolar cell carcinoma 
have developed. This is, of course, entirely speculative. 
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SURGERY IN PORTAL HYPERTENSION* 


By Leo V. MULLIGAN, M.D. 
St. Louis, Missouri 


The venopathy, called portal hypertension, is 
associated usually with certain pathologic changes 
which conveniently have been considered eti- 
ologic. It is true that some instances of portal 
hypertension have been reported*’ in which only 
physiological abnormalities appear to be causa- 
tive factors. Although there is some experimental 
evidence!* !5 2! 25 42 to support such conclusions, 
they are not generally accepted. Obviously a 
clearer understanding of the nature of the disease 
processes affecting the portal system and their 
chronological sequence must be achieved before 
we are warranted in saying more than that the 
condition seems to be obstructive in character and 
the obstruction is either intrahepatic or extra- 
hepatic. In the consideration of the vexatious 
problem, only those patients with increased 
venous pressure within the confines of the portal 
system are included. Individuals with increased 
general venous pressure also have increased portal 
pressure. These patients apparently do not 
maintain their abnormal vascular dynamics in 
sufficient degree for the required length of time 
necessary for the development of varices leading 
to hemorrhage. The term, extrahepatic portal 
obstruction, is reserved for those patients with a 
block of the portal bed outside of the liver. These 
are encountered less frequently and usually are 
associated with stenosis or fibrosis of the veins 
of the portal system. They often present the 
appearance of an organized thrombus with more 
or less recanalization. Intrahepatic changes are 
associated with portal hypertension in approxi- 
mately 85-95 per cent of the cases and are 
usually in the nature of cirrhosis. The cirrhosis 
may be associated with prolonged intense alco- 
holic consumption, inadequate diet, infectious 
hepatitis and other even less completely under- 
stood causes. The rare instances of Schistosoma 
infestation and thrombosis of the hepatic veins 
are also included among the intrahepatic causes. 


Ascites or hemorrhage, usually from the gastro- 
intestinal tract, are the symptoms for which the 
efforts of the surgeon are solicited usually. The 
deep concern which these symptoms engender in 


*Read in General Clinical Sessions, Southern Medical Association, 
— Annual Meeting, St. Louis, Missouri, November 13- 
16, 1950. 
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both the patient and physician needs no elabora- 
tion. Apart from the evaluation of the operative 
risk, the site of the pathologic condition is of 
importance in determining the type of shunt to 
be performed, if any is considered feasible. The 
more basic problems of etiology, for the moment 
at least, are of academic interest. 


The past decade has seen a rekindling of in- 
terest in this perplexing problem and warrants 
a current appraisal of the various surgical pro- 
cedures employed. 


PROCEDURES EMPLOYED 


Drainage of Ascitic Fluid—Time has placed 
a shroud of obscurity about the individual who 
first advocated or performed the so-called “‘but- 
ton” operation which has been well described by 
Crosby and Cooney.!* The problem of ascites is 
attacked simply by attempting to provide the 
patient with a continuous subcutaneous infusion 
of his own ascitic fluid, thereby preventing the 
loss of proteins by paracentesis. The accompany- 
ing diagrams (Fig. 1) illustrate such a button, 
made of inert plastic instead of glass as is usually 
reported. The set of grooves on the surface placed 
within the peritoneal cavity prevent plugging of 
the lumen by omentum. The spool-like ap- 
paratus is inserted through the rectus muscle 
usually below the umbilicus. A pool of ascitic 
fluid accumulates in the subcutaneous tissues, dif- 
fuses initially and is absorbed. The procedure is 
simple, requiring only local anesthesia, and is 
well tolerated by individuals in whom more ex- 
tensive procedures would be contraindicated. Un- 
fortunately the formation of a fibrous lining about 
the localized subcutaneous collection of fluid as 
reported by Welch** gradually slows absorption 
so that its beneficial effect becomes less apparent 
after about six to eight weeks. Fortunately, how- 
ever, this permits many impaired livers to be- 
come compensated, and prepares some individuals 
for more definitive procedures. A few patients 
who are wasting away because they cannot quite 
compensate for the frequent loss of large amounts 
of protein in ascitic fluid by paracentesis, may 
be restored to comparative health and productive 
livelihood. One occasionally sees a patient from 
whom eight to ten liters of fluid are removed 
every ten to twelve days by paracentesis and in 
whom the accumulation of fluid is prevented by 
the insertion of a “button.” This is not a panacea 
but a simple therapeutic adjunct with minimal 
risk that may be quite beneficial in addition to 
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the usually accepted medical management of 
chronic liver disease. 

The same result has been sought by anas- 
tomosing the saphenous vein to the parietal 
peritoneal surface. Theoretically the valves in 
the vein would control the reverse flow of blood 
while permitting ascitic fluid to pass into the 
circulation. Thrombosis of the saphenous vein 
has interfered with the success of this procedure. 
Attempts also have been made to relieve ascites 
through anastomosis of the kidney pelvis!* to the 
peritoneal surface. Even if this route of escape 
remained open it would not overcome the objec- 
tion of loss of protein by paracentesis. 


Splenic Artery Ligation—A somewhat dif- 
ferent approach to the problem of ascites is that 
of ligation and division of the splenic artery as 
recommended by Blain’ and others.* > !? 3° About 
the only basis for any beneficial effects from this 





Fig. 1 


(A) Diagram of button made of plastic material. 
(B) Button as it appears in position. 


(C) As in B with fluid accumulation shown beneath the sub- 
cutaneous layer. 
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procedure would be either a temporary decrease 
in blood flow into the portal bed without any 
interference with the venous communications or 
else the existence of abnormal communications 
within the spleen. My experience with this pro- 
cedure has been limited but not encouraging. 
Recently Moore*! said that his enthusiasm is 
waning. Linton and Hardy?* have advocated 
ligation of the splenic artery in the control of 
acute bleeding from esophageal varices. The 
reports of beneficial results in this regard are 
limited. Additional observations of blood flow 
and intravascular pressures over a protracted 
period are necessary for a better appraisal of the 
procedure. 


Esophageal Tamponade.—There is apparently 
more reason to hope that better management of 
the acute bleeding episode from esophageal 
varices may result from esophageal tamponade 
as recommended by various authors.?? 34 38 39 
Usually a three-lumen tube is employed with 
two attached balloons, so that pressure may be 
exerted on the cardia and the distal segment of 
the esophagus. The third lumen may then be 
used for aspiration of stomach contents. Perhaps 
the addition of thrombin locally in the esophagus 
as suggested by Kennamore,?? may promote 
thrombosis and further control the hemorrhage. 
It is even conceivable that this method may be 
useful in controlling acute hemorrhage while pro- 
ceding with a shunt in selected cases. Further 
employment of the tamponade will be necessary 
to assess accurately its benefits. 


Formation of Collaterals ——The control of the 
symptoms of increased portal tension by en- 
couraging the formation of collaterals between 
the abdominal viscera and the parietes as at- 
tempted in the Talma-Morison”’ *! omentopexy 
and its various modifications at first seemed 
promising. However, experience!® 7° 77 has shown 
that only small channels are formed which are 
unable to alter either the morbidity or mortality 
rates. Som and Garlock’ have reported some 
success in the development of collaterals follow- 
ing mediastinotomy and packing gauze about the 
esophagus. Only by careful critical observation 
of a larger number of patients would it be possible 
to avoid the error previously made in the evalua- 
tion of the results of omentopexy. 


Sclerosing Solutions.—The injection of scleros- 
ing solutions into esophageal varices through the 
esophagoscope has been reported.!? 7°79 How- 
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ever, the inconvenience to both endoscopist and 
patient resulting from the very frequent injec- 
tions that are required, is discouraging. In addi- 
tion, bleeding from varices may occur in the 
stomach and elsewhere in the gastro-intestinal 
tract inaccessible to the endoscopist. 


Control of Acid-Peptic Digestion—On the 
theory that bleeding from esophageal varices is 
promoted by gastric acid erosion, Phemister*> has 
advocated esophago-gastric and total gastric re- 
section in the treatment of varices. Baronofsky 
and Wangensteen? have also incriminated acid- 
peptic digestion in the etiology of the bleeding, 
and have recommended gastric resection. The 
recurrence of bleeding after a period, and the 
considerable mortality rate, has resulted in the 
slow acceptance of these procedures. More re- 
cently Gray and Whitesell,!° have reported three 
;atients in whom bleeding from esophageal 
varices has been treated by splenectomy, devas- 
cularization of the external surface of the lower 
segment of the esophagus, bilateral vagotomy and 
gastro-enterostomy. This report is too recent to 
evaluate properly but one would be inclined to 
view with skepticism any operation that combines 
a number of questionably beneficial procedures, 
including vagotomy in the control of acid-peptic 
digestion. 


Venous Shunts——The wide latitude in the 
avenues of approach in the foregoing outline of 
the surgical attempts to control the symptoms of 
increased portal tension clearly indicates the lack 
of any very general acceptance and success with 
them. None attacks the primary physiological 
vascular abnormality, and only those incorporat- 
ing splenectomy claim any improvement in the 
commonly seen congestive splenomegaly or hyper- 
splenism. The physiologist, Von Eck, in 1877, 
laid the foundation for what appears to be the 
most basic approach to the perplexing problem 
yet advanced. His laboratory demonstration of 
the possibility of anastomosing the portal and 
caval systems was most vital to the modern con- 
cept of ideal therapy in this disturbance. How- 
ever, the technical difficulties were insurmount- 
able in that area. It remained for Whipple,*5 and 
Blakemore and Lord,’ to apply the subsequent 
advances in surgical technic, transfusions, anes- 
thesiology, antisepsis, and antibiotics, to make 
successful application of this laboratory achieve- 
ment. Although their® original non-suture technic 
has been discarded in present procedures, it has 
served to stimulate new hope and enthusiasm. 














Vol. 44 No. 8 


The concept of shunting blood from the portal 
to the caval system in either intrahepatic or extra- 
hepatic obstruction is sound, as it merely ac- 
complishes what nature is attempting by the de- 
velopment of collaterals. Furthermore, clinical 
observation has as yet revealed no clear-cut. or 
definite contraindication. 


The multitude of possibilities for joining the 
portal and caval systems is suggested by any 
diagram of the anatomy of the circulation. 
Almost any conceivable combination of veins has 
been employed in shunting blood from the portal 
to the general venous system. It is generally ac- 
cepted by those working with this problem that 
the larger the veins employed the greater the 
probability of obtaining a good reduction in the 
portal pressure and of the shunt’s remaining 
patent. Portacaval anastomosis would then be the 
most ideal combination in those patients with 
intrahepatic portal obstruction. Whether the end- 
to-side or the side-to-side anastomosis is selected 
would appear to be immaterial, as it is difficult 
to conceive of any appreciable portal flow through 
the liver in side-to-side anastomosis when the 
driving force is reduced to about one-fourth that 
which existed before the shunt. Would not the 
fundamental truth of hydrodynamics apply, 
which states that the rate of flow varies inversely 
with the pressure? 


Some surgeons?5*3 are of the opinion that 
splenorenal anastomosis is preferable in all pa- 
tients regardless of the site of obstruction. Tech- 
nical difficulties encountered with the structures 
about the hepatoduodenal ligament probably in- 
fluence some in this decision. Welch* argues 
that splenorenal shunt offers the additional ad- 
vantage of removing the spleen and correcting 
the hypersplenism. Hypersplenism appears to be 
a variable factor and is difficult to speak of 
dogmatically. However, on the basis of results 
obtained in eighteen patients, it appears that the 
effects of hypersplenism as reflected in hema- 
tologic studies may disappear following an ade- 
quate shunt without splenectomy. 


The technical difficulties in preparing the 
splenic vein are considerable. It is often irreg- 
ularly dilated, sacculated, atrophied and sclerosed. 
Isolating the pancreatic veins for ligation is not 
easy. I must agree with Blakemore,°’ that the 
portacaval anastomosis is not only more easily 
accomplished but more satisfactory in correcting 
portal hypertension resulting from intrahepatic 
obstruction. End-to-side splenorenal shunt with 
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splenectomy must be considered the most promis- 
ing in those patients with extrahepatic obstruc- 
tion in which a shunt is required. 


Splenectomy.—Splenectomy alone will be bene- 
ficial only in that small group of cases in which 
the obstruction is limited to the splenic vein 
before it is joined by major tributaries. It is 
clear, therefore, that splenectomy should not be 
attempted unless one is prepared to deal ade- 
quately with the problem as presented at the time 
of operation by pressure determinations in the 
various parts of the portal system. It frequently 
happens that splenectomy previously performed 
on an empirical basis robs the patient of the one 
good opportunity of overcoming the pathologic 
vascular condition. 


Ligation of Varices——Crile'’ has recently re- 
ported on the transesophageal ligation of esopha- 
geal varices accompanied by ligation of the gastric 
vessels. This procedure has been performed on 
seven patients with extrahepatic obstruction, all 
of whom had been treated previously by splen- 
ectomy, and thus with a limited possibility of the 
performance of a successful shunt. The post- 
operative results in a period up to 18 months has 
been gratifying. The elevated portal pressure re- 
mains, however, and in the light of past ex- 
periences with other similar procedures it would 
seem reasonable to anticipate the appearance of 
other varices in the esophagus or elsewhere in the 
gastro-intestinal tract with recurrence of hem- 
orrhages. Unfortunately, such temporizing pro- 
cedures are the best that can be offered these 
individuals at present. 


SELECTION OF PATIENTS FOR SHUNTS 


It is not the purpose of this presentation to 
enter into any discussion of the technics of per- 
forming the various shunts, nor the immediate 
postoperative management. The selection of pa- 
tients in whom a shunt procedure is to be at- 
tempted presents a major problem in manv 
instances. There is no difficulty in arriving at a 
decision in the young individual who probably 
has an extrahepatic obstruction and presents only 
the evidence of congestive splenomegaly with re- 
peated hemorrhages from esophageal varices. 
Likewise the recommendation for surgery is not 
difficult in the young, early cirrhotic with only 
minimal changes in the various tests of hepatic 
function. With advancing age, increasing evidence 
of chronic liver disease and impairment of liver 
function, the prognosis becomes less favorable. 








Ascites may be relieved by a successful shunt but 
its presence makes for a less favorable prognosis. 
The ability of the body to regenerate protein is 
an excellent indication of adequate liver function 
but cannot be considered to the exclusion of the 
remaining gauges of liver activity. Probably the 
error of accepting poor risk patients for shunt 
procedures is understandable and excusable. Ex- 
perience has taught us the very serious prognosis 
associated with hematemesis from esophageal 
varices. Patek’ found that 50 per cent of patients 
died within the year of their initial hemorrhage. 
Costello'! reported a mortality rate of 71 per 
cent in patients entering the hospital because of 
hemorrhage from esophageal varices. It would 
seem rational also to consider a shunt procedure 
in those rare instances in which varices are recog- 
nized even before hemorrhage occurs. 


RESULTS OF VENOUS SHUNTS 


The results of successful anastomoses have been 
very gratifying. Following the shunt the portal 
pressure has been found to fall nearly to normal. 
There is evidence*’ to suggest that with an ade- 
quate shunt, the pressure falls to a level ap- 
proximating the general venous pressure. Blake- 
more’s®’ experience with a large series of 
patients reveals that bleeding is controlled com- 
pletely with a portacaval anastomosis and less 
completely with other shunts. On the basis of 
the postoperative observation of 18 patients in 
whom a successful shunt was performed and 
covering a period up to 20 months, there have 
been no hemorrhages, and varices have not 
been demonstrable by x-ray or esophagoscopy. 
Although the period of observation is much 
too short on an insufficient number of pa- 
tients, there appears to be no permanent dem- 
onstrable impairment of hepatic function. In 
fact, after about 6-12 months there appears to be 
a very definite improvement in function in the 
majority of patients, which, I grant, may be the 
result of diet, lipotropic substances, and vitamins, 
rather than the surgical procedure. However, 
there is no questioning the increased life ex- 
pectancy in those patients surviving the shunt 
procedure. The reported mortality rate varies 
from 0 in the group with extrahepatic obstruction 
to 35 per cent in the patients with liver disease. 
The combined mortality rate for various shunts 
in intrahepatic and extrahepatic portal bed ob- 
struction as reported by various authors’ 6 32 4 
ranges from 18 to 31 per cent. This high opera- 
tive mortality must currently be considered ac- 
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ceptable in the treatment of a condition which 
has always been very malignant. 


SUMMARY 


The various surgical procedures which have 
been employed in the control of the symptoms of 
portal hypertension have been briefly reviewed. 
The ideal results are obtained in those patients in 
whom a direct attempt is made to correct the 
altered vascular dynamics by venous anastomosis 
or by splenectomy in a very select group of pa- 
tients. All other procedures must be considered 
as temporizing or palliative in nature in the light 
of present knowledge. The peritoneal button is 
an adjunct in the control of ascites. The esoph- 
ageal tampon is apparently of some value in the 
control of acute hemorrhage. Both procedures 
should be recommended when indicated because 
of their simplicity and their occasional very 
beneficial results in the control of alarming 
symptoms. 


REFERENCES 


1. Baronofsky, I. D.: Portal Hypertension: With Special Ref- 

erence to Acid-Peptic Factor in Causation of Hemorrhage and 

Extensive Gastric Resection in its Treatment. Surg., 25:135- 

168, 1949. 

Baronofsky, I. D.; and Wangensteen, O. H.: Obstruction of 

Splenic Vein Increases Weight of Stomach and Predisposes to 

Erosion or Ulcer. Proc. Soc. Exper. Biol. & Med., 59:234- 

238, 1945, 

3. Blain, A. W.: Ligation of Splenic Artery. Surg., Gynec. & 
Obst., 2@:660-662, 1918. 

4. Blain, A. W.; and Blain, A., III: Ligation of Splenic Artery, 
Operation of Choice in Selected Cases of Portal Hypertension 
and Banti’s Syndrome. Ann. Surg., 131:92-99, 1950. 

5. Berg, A. A.; and Rosenthal, N.: Ligation of Splenic Artery 
for Thrombocytopenic Purpura and Congestive Splenomegaly. 

J. Mt. Sinai Hosp., $:382-398, 1942. 

6. Blakemore, A. H.: Indications for Portacaval Anastomosis- 
Analysis of Cases. Surg., Gynec., & Obst., 84:645-653, 1947. 

7. Blakemore, A. H.: Portacaval Anastomosis for Portal Hyper- 
tension. Surg., 2@:99-102, 1949. 

8. Blakemore, A. H.; and Lord, J. W., Jr.: A Non-Suture 
Method of Blood Vessel Anastomosis. J.A.M.A., 127 :685-748, 
1945. 

9. Blakemore, A. H.; and Lord, J. W., Jr.: The Technic of 
Using Vitallium Tubes in Establishing Portacaval Shunts in 
Portal Hypertension. Ann. Surg., 122:476-489, 1945. 

10. Cates, H. B.: Surgical Treatment of Cirrhosis: Prognosis Sub- 
sequent to Omentopexy. Arch. Int. Med., 71:183-205, 19453. 

11. Costello, C.: Massive Hematemesis—Analysis of 300 Con- 
secutive Cases. Ann. Surg., 129:289-298, 1949. 

12. Crafoord, C.; and Frenchner, P.: New Surgical Treatment 
of Varicose Veins of Esophagus. Acta Otolaryng., 27:422-429, 
1939, 

13. Crile, G., Jr.: Transesophageal Ligation of Bleeding Esoph- 
ageal Varices. Arch. Surg., @1:654-660, 1950. : 

14. Crosby, R. C.; and Cooney, E. A.: Surgical Treatment of 
Ascites. New England J. Med., 235:581-585, 1946. 

15. Dock, W.: Role of Increased Hepatic Arterial Flow in Portal 
Hypertension of Cirrhosis. Tr. A. Am. Physicians, 57 :302- 
306, 1942. sl 

16. Dock, W.: The Clinical Significance of Some Peculiarities 
of the Circulation in the Kidneys, Liver, Lungs and Heart. 
New England J. Med., 236:773-782, 1947. t 

17. Everson, T. C.; and Cole, W. H.: Ligation of Splenic Artery 
in Patients with Portal Hypertension. Arch. Surg., 56:153- 
160, 1948. 

18. Ferguson, C.: Ascites, Operation for its Relief: Case Report. 
J. Urol., 50:164-168, 1943. 

19. Gray, H. K.; and Whitesell, F. B., Jr.: Hemorrhage from 
Esophageal Varices. Ann. Surg., 132:798-810, 1950. : 

20. Grinnell, R. S.: Omentopexy in Portal Cirrhosis of Liver with 
Ascites: Review of Twenty-Three Cases. Ann. Surg., 101: 
891-901, 1935. , 

21. Herrick, F. A.: An Experimental Study into the Cause of 
Increased Portal Pressure in Portal Cirrhosis. J. Exper. Med., 
9:93-104, 1907. 


Nw 





tw 


i) 


3 











Vol. 44 No. 8 


22. Kennamore, B.; and Elliott, G.: The Control of Esophageal 
Hemorrhage by Pneumatic Tamponade and Thrombin. Gastro- 
enterology, 13:73-76, 1949. 

23. Kniseley, M. H.; Bloch, E. H.; and Warner, L.: The Struc- 
ture and Mechanical Functioning of the Living Liver Lobules 
of Frogs and Rhesus Monkeys. Proc. Institute of Med. of 
Chicago, 16:286-289, 1947. 

24. Linton, R. R.; and Hardy, I. G., Jr.: Surgery of Portal 
Hypertension. J. Michigan Med. Soc., 48:1005-1010, 1949. 

25. Linton, R. R.; Jones, E. M.: and Volwiler, W.: Portal 
Hypertension—the Treatment by Splenectomy and Snlenorenal 
Anastomosis with Preservation of Kidney. S. Clin. North 
America, 27:1162-1170, 1947. 

26. Linton, R. R.: The Surgical Treatment of Bleeding Esophageal 
Varices with a Report of Thirty-four Cases. Ann. Int. Med., 
31:794-804, 1949. 

27. Mayo, W. j.: Surgical Treatment of Hepatic Cirrhosis. Ann. 

. Surg., 80:419-424, 1924. 

28. Moersch, H. J.: Treatment of Esophageal Varices by Injec- 
tion. Proc. Staff Meet. Mayo Clin., 15:177-179, 1940. 

29. Moersch, H. J.: Treatment of Esophageal Varices by ~ / 
tion of Sclerosing Solution. J.A.M ve oy *. 

30. Moore, R. M.; Singleton, A. O.; as ‘Pickett, W. H.: Splenic 
Artery Ligation in Palliation of Ascites. Ann. Surg., 131: 
774-780, 1950. 

31. Moore, R. M.: Personal Communication. 

32. Morison, R.: A Case of Ascites Due to Liver Cirrhosis 
Treated by Operation. Ann. Surg., 38:361-366, 1903. 

33. Mulligan, L. V.: Venous Shunts in Portal Hypertension. 
Surg. Clin. North America, 30:1465-1480, 1950. 

34. Patton, T. B.; and Johnston, C. G.: Method of Control of 
Bleeding from Esophageal Varices. Arch. Surg., 59:502-506, 
1949. 

35. Phemister, D. B.; and Humphreys, E. M.: Gastro-Esophageal 
Resection and Total Gastrectomy in Treatment of Bleeding 
Varicose Veins in Banti’s Syndrome. Ann. Surg., 126:397- 
410, 1947. 

36. Ratnoff, O. D.; and Patek, A. J., Jr.: The Natural History 
of Laennec’s Cirrhosis of the Liver. Medicine, 21:207-268, 
1942. 

37. Ravenna, P.: Banti’s Syndrome (Fibrocongestive Spleno- 
megaly). Arch. Int. Med., 66:879-892, 1940. 

38. Rowntree, L. G.; Zimmerman, E. F.; Todd, M. H.: and 
Ajac, J.: Intraesophageal Venous Tamponage: Its Use in 
Case of Varical Hemorrhage from Esophagus. J.A.M.A., 135: 
630-631, 1947. 

39. Sengtaken, R. W.; and Blakemore, A. R.: Balloon Tamponage 
for Control of Hemorrhage from Esophageal Varices. Ann. 
Surg., 131:781-789, 1950. 

40. Som, M. L.; and Garlock, J. H.: New Approach to Treat- 
ment of Esophageal Varices. J.A.M.A., 135:628-629, 1947. 

41. Talma, S.: Chirurgische Offnung Neuer Sietenbahnen fur das 
Blunt der Vena Porta. Berl. klin. Wschr., 35:833-836, 1898. 

42. Thomas, W. D.; and Essex, H. E.: Observations on the 
Hepatic Venous Circulation with Special Reference to the 
Sphincteric Mechanism. Am. J. Physiol., 158:303-310, 1949. 

43. Welch, C. S.: Portal Hypertension. New England J. Med., 
243 :598-610, 1950. 

44. Welch, K. J.: Failure of the Peritoneal-Button - rn, for 
Ascites. New England J. Med., 237:735-737, 1947 

45. Whipple, A. O.: Problem of Portal Hypertension in Relation 

to Hepatosplenopathies. Ann. Surg., 122:449-475, 1945. 


DISCUSSION (Abstract) 
Question—How are the portal pressures determined ? 


Dr. L. V. Mulligan, St. Louis, Mo—A Lindemann 
transfusion needle is inserted into the vein selected, for 
example, the coronary vein or a branch of the mesenteric. 
A water manometer is attached to the needle through a 
three-way stop cock like that employed in the determina- 
tion of spinal fluid pressures and peripheral venous 
pressure. A hose connection is also employed so that 
the zero level on the gauge may approximate as nearly 
as possible the level of the inferior vena cava. 


Question—Are anticoagulants employed postopera- 
tively in venous shunts? 


Dr. Mulligan.—Experience has changed my attitude in 
this regard. Formerly heparin was employed using the 
Lee-White method of determining the clotting time for 
regulating the dosage. The only patient who has 
demonstrated a thrombosis at post mortem was hepa- 


MASSIE AND McCLELLAN: 


SARCOMA OF THE BREAST 729 


rinized for eight days. A fatal hemorrhage into the 
operative wound and not from the anastomosis occurred 
in another patient who was heparinized. There has been 
no indication that the subsequent discontinuation of all 
anticoagulant therapy following the shunts is to be 
regretted. 


Question—Have you had any postoperative hem- 
orrhages ? 


Dr. Mulligan—There has been no serious hemorrhage 
postoperatively in a patient in whom a shunt was per- 
formed. A patient brought up a small amount of blood 
after a period of vomiting resulting from dietary indis- 
cretion. This was not reflected in the blood count and 
did not require a transfusion. 


Question—Are any dietary restrictions necessitated by 
shunting all of the portal blood from the liver? 


Dr. Mulligan.—This pertinent question was probably 
prompted by a knowledge of the fact that intoxication, 
often fatal, results from feeding raw meat to a dog in 
which all of the portal blood has been shunted past the 
liver. No comparable reaction has been encountered in 
humans. A definite explanation for this phenomenon is 
lacking. 





SARCOMA OF THE BREAST* 


By Francis M. Massie, M.D. 
and 
James T. McCLetian, M.D. 
Lexington, Kentucky 


So many cases of this infrequent disease, 
sarcoma of the breast, have now been reported 
that it is of no value simply to add six more to 
the numerical list. It may be well, however, to 
make these six cases the occasion to summarize 
what has been learned from the literature and to 
repeat especially those things of clinical value. 

How often may we expect to find it; should 
a preoperative diagnosis be made; is it important 
to make the correct diagnosis before the patient 
comes to the operating room; does the best 
surgical treatment differ from that for carcinoma 
of the breast; should radiation be any part of the 
treatment; what is the over-all outlook for the 
patient, are some of the questions which must 
be answered. 


*Read in Section on Surgery, Southern Medical Association, 
Forty-Fourth Annual Meeting, St. Louis, Missouri, November 
13-16, 1950. 

*From the Sections of Surgery and Pathology of the Lexington 
Clinic. 

*The authors are indebted to Chas. Randall, M.D., Vanderbilt 
University School of Medicine, Department of Pathology, for 
collecting much of this material while still associated with the 
Lexington Clinic. 
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As we look through the literature we find 
relatively more cases reported in the last half of 
the nineteenth century than have been reported 
in the first half of the twentieth century. This 
is because more detailed microscopic study has 
shown that the older reports included cases of 
atypical carcinoma and were based on ‘“‘morpho- 
logic” rather than “histogenic” findings. 

“Today the incidence is given as between 0.5 and 3 


per cent of all malignant breast tumors in contrast to 


an incidence of 6 to 9 per cent in the earlier reports.”? 


Sarcoma of the breast arises from one of the 
many specialized supporting or connective tissues 
of the breast. Therefore a classification of the 
various sarcomas in the breast includes malignant 
sarcomatous neoplasms arising from these con- 
necting and supporting tissues, and also malig- 
nant neoplasms arising by metaplasia to other 
types of connective or supporting tissue not 
normally found in the breast. Except during 
periods of late pregnancy and lactation, the 
fibrous and fatty stroma of the breast greatly 
exceeds the epithelial elements of that organ. 
Therefore, if these mesenchymal tissues were as 
susceptible to neoplastic formation as the epi- 
thelial elements, sarcoma would be by far the 
commonest tumor encountered in the breast. 
Geschickter’ says that carcinoma of the breast is 
approximately one hundred times as frequent as 
sarcoma of the breast and suggests that the de- 
gree of specialization in the affected tissue, rather 
than its amount, is the determining factor in its 
susceptibility to malignancy. We do not propose 
to develop a different classification of sarcoma 
of the breast based on a large series of cases. 
Rather we follow the classifications classically 
given by Geschickters and by Cheatle and 
Cutler.* 


Cheatle’s classification is the simpler, dividing 
them into the adenosarcomas and the “pure” or 
fibrosarcomas. The adenosarcoma contains gland- 
ular elements in a sarcomatous stroma. These 
tumors undoubtedly arise from the adenofibroma, 
which is a common tumor found in the breast. 
The pure sarcomas are of many types arising 
from the various connective and supporting 
tissues. 

Geschickter’s classification is somewhat longer 
but shows essentially the same subdivisions, 
to-wit: (A) mammary fibrosarcoma divided into 
(1) fibrosarcoma; (2) adenosarcoma. (B) Non- 
indigenous sarcomas: (1) mesenchymal (a) 
osteogenic sarcoma, (b) liposarcoma, (c) myo- 





August 1951 


sarcoma; (2) vascular (a) lymphosarcoma, (b) 
myelosarcoma, (c) angiosarcoma; (3) neuro- 
genic (a) sarcomas of nerve sheath, (b) melano- 
sarcoma. Essentially, these are the sarcomas 
found in the breast as well as those found in 
various other parts of the body where sarcomas 
develop. 

It appears that the only sarcoma peculiar to 
the breast is that sarcoma arising in an adeno- 
fibroma, that is, adenosarcoma. Metastasis from 
this tumor may contain both the glandular ele- 
ments and the sarcomatous elements as seen in 
one of our cases. 

There are various reports on the incidence of 
sarcoma of the breast as shown in Table 2 as 
recorded by Fox.5 


Because many more breast tumors are now 
and should be submitted to surgery the incidence 
of sarcoma should be less than 0.5 per cent of all 
mammary tumors and not more than one per 
cent of all malignant tumors of the breast. Table 
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Cheatle and Cutler’s classification. 
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2, therefore, cannot be accepted as a reliable 


guide by the standards of modern surgery and 
public education. 

Studies of incidence seem to show as Adair 
and Herrmann,’ quoting Williams say: 

“The relative liability of the female breast to sarcoma 
is much below the average for the body in general, 9.4 
per cent of the body neoplasms being sarcomatous 
whereas only 3.9 per cent of female breast neoplasms 
are of this nature.” 

More recent figures show that sarcomas are 
only 0.5 per cent of all breast neoplasms. 


The age of the patient is not a particularly 
important factor. Ten years ago it was thought 
to be somewhat lower than the age of patients 
with carcinoma but recent reports show that the 
curves of incidence according to age are nearly 
parallel, the peak occurring from 46 to 55 years.5 

There are no pathognomonic or even important 
diagnostic features of sarcoma except the micro- 
scopic picture. But sarcoma may be suspected 
when there is a history of a small lump present 
for years which suddenly increases in size (adeno- 
fibrosarcoma) or where there is no skin attach- 
ment or nipple retraction in a breast with a 
readily palpable lump, or when there is a huge 
tumor (cysto-sarcoma-phylloides). Pain, dis- 
coloration, sloughing, heat, tenderness, location 
or palpable axillary nodes are of no diagnostic 
value. This is as good a place as any to express 
our opinion of the presence or absence of pal- 
pable axillary nodes in a patient with any breast 
tumor. Too much importance is sometimes at- 
tached to the matter of whether or not they can 
be felt. Often metastasis to these nodes has 
taken place when they could not be felt before 
operation. According to Harrington and Miller® 
in 33 per cent of patients with cancer of the 
breast whose nodes cannot be felt, the nodes are 
shown on microscopic study to have cancer in 
them. This figure is probably lower than the 
actuality. Conversely, palpable nodes are often 
proved to be hyperplasia. Especially is this true 
in sarcoma of the breast. It is enough to say here 
that we have long since abandoned any reliance 
on the palpability of axillary nodes as a guide to 
diagnosis or even to operability in either car- 
cinoma or sarcoma. The deciding voice must 
always be the pathologist’s. 


The treatment and prognosis of breast sarcoma 
must depend primarily on the histologic picture 
of the tumor, secondarily on its extent and in 
some measure, of course, on the general condition 
of the patient. As all sarcomas of the breast may 
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be considered either as sub-groups or individual 
variations of fibrosarcomas (“pure’’) and adeno- 
sarcomas we shall consider the prognosis in these 
two principal classes. There is no agreement 
among authorities as to which in general is more 
malignant, fibrosarcoma or adenosarcoma. Har- 
rington and Miller’ say that the two are so dif- 
ferent in their potentialities that they must be 
treated differently. They claim that the latter 
give a much better prognosis and can be cured 
by simple mastectomy. In their experience too, 
adenosarcomas are the more frequent of the two 
while most observers have found fibrosarcomas 
are in the majority. Hill and Stout? think that 
adenosarcomas are relatively benign but when 
they recur are likely to recur as fibrosarcomas 
and are then more likely to metastasize. Adair 
and Herrmann say that adenosarcomas are 
usually more malignant than fibrosarcomas. They 
are supported in this by Ewing.' 


Practically all agree that sarcomas of the breast 
are rarely found in the axillary nodes. Adair 
and Herrmann’ found involvement in only four 
patients of 100 whose lymph nodes were dissected 
and these four quickly died from the disease. 
Gross found more than 60 years ago that axillary 
nodes were involved in 3 per cent of the cases 
and this is in accord with present day observa- 
tions. For this reason Adair and Herrmann think 
as do most that the axilla should not be dissected, 
maintaining, and we agree, that removal of nodes 
already involved with sarcoma does not increase 
the life of the patient. 


All agree that these tumors may recur locally 
for years many times and yet eventually the 
patient be free from the disease. Sometimes the 
disease spreads rapidly by the blood stream to a 
fatal outcome. The observation of Gross® in 1887 
is still true that most of the metastases and re- 
currences take place within the first 4 years 
after the first operation but that they may recur 
with metastases twenty years or more later. He 
found only thirteen patients well four years post- 
operatively of ninety-one studied. 


Lee and Pack, quoted by Adair and Herr- 
mann,’ in a study of ninevy-one adenosarcomas 
in which the outcome was known, found only 
three with recurrence while Herrington and 
Miller® found one in twenty-four of these tumors. 


In the last analysis prognosis then must de- 
pend on the grade of each tumor rather than on 
its general classification. But we may say that 
most adenosarcomas, excepting those which have 
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undergone active metaplasia, are relatively be- 
nign while most fibrosarcomas are relatively 
malignant both in liability to recurrence and in 
metastasis. 

In a study of the literature, Adair and Herr- 
mann’ comparing the results of radical and con- 
servative surgery in fibrosarcoma of the breast, 
find: 








FIVE-YEAR SURVIVAL 





Radical Mastectomy Conservative 








Alive Dead Alive Dead 
Axillary node involvement 17 13 20 15 
1 
Table 3 


Geist and Wilensky® show that 75 per cent of 
adenosarcomas are cured but only 42 per cent 
of the “solid” or fibrosarcomas. 

Most authors think that pre- or post-radiation 
therapy is not of much value and conclude that it 
may be helpful in angiosarcomas and those of the 
more cellular anaplastic type.’ 


The survival rate for adenosarcoma is gen- 
erally accepted as better than 80 per cent if the 
tumor is well differentiated, and 55-60 per cent 
represents the survival rate of the “solid” or 
fibrosarcoma. Compare this with carcinoma, 75- 
80 per cent if axillary nodes are not involved and 
25-30 per cent if they are. 


Inasmuch as the best procedure is determined 
by the grade of tumor in each individual case we 
are opposed to the use of “punch” biopsies. It 
is difficult enough to determine grade even with 
large amounts of tissue. It is our rule to excise 
the tumor if small and to do a simple mastectomy 
if it is large. Following the pathologist’s frozen 
section report, nothing further may be done or a 
simple mastectomy is performed removing the 
fascia of the pectoralis major, or both pectorals 
are removed. We think with Adair and with 
Gross that axillary dissection is not indicated. 
In fact, the treatment has not improved since 
Gross, who remarked in 1887: 


“The treatment may be summed up in a few words. 
The entire breast, along with any skin that may be in- 
vaded, must be extirpated, especial care being paid to 
the removal of every particle of para-mammary fat and 
the fascia of the pectoral muscles, in which tissues ex- 
perience shows that recurrence takes place. In the event 
of repullulation the growths should be freely excised as 
fast as they appear, as such a practice not only prolongs 
life but may bring about a final cure.” 
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In a series of 912 consecutive breast tumors 
in the authors’ series 451 were malignant and, of 
these, five* were sarcoma, or about one per cent 
of malignant breast tumors and 0.5 per cent of 
all breast tumors in our series were sarcoma. 


Case 1—Mrs. H. D., white, age 26 years, was first 
examined June 9, 1937. The right breast contained a 
large hard tumor “occupying almost all of the breast.” 
The left breast was “shotty.” The tumor had been 
noticed for two and a half months and had been grow- 
ing rapidly. There was no pain. The right axillary 
nodes were palpable. On June 10, 1937 a simple mas- 
tectomy was done removing the fascia on the pectoral 
muscle and a few axillary nodes for diagnosis. Frozen 
section showed a “malignant tumor probably sarcoma.” 
The axillary nodes showed “lymphoid hyperplasia.” 

Gross—The specimen consisted of the right breast 
which contained a large translucent tumor. On section 
through the tumor, it showed gross evidence of invasion 
of its capsule, and the cut surface exuded a mucoid 
material. Multiple lymph nodes were found in the axil- 
lary tissue and these showed no gross involvement by 
the neoplasm. 

Histopathology.—Sections through the tumor showed 
masses of spindle cells arranged in irregular whorls. In 
places, the nuclei were quite large and hyperchromatic. 


*One case in this article is reported by permission of her 
surgeon, Dr. Hugh Mahaffey of Richmond, Kentucky, who fur- 
nished us the history and tissue in Case 4. 





Fig. 1 
Case 1.—Myxofibrosarcoma grade 1. Axillary nodes negative. 
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The neoplasm showed considerable myxomatous degen- 
eration and mucous production by the tumor cells. Sec- 
tions of the lymph nodes showed no involvement. 

The diagnosis was myxo-fibrosarcoma grade 1 (Fig. 
2}. 

The patient returned in February, 1938, and a small 
movable tumor 2 cm. in diameter was removed from 
beneath the skin near the mastectomy scar. This was 
reported as fibrosarcoma. In May, 1939 she was well 
and free from recurrence. In July, 1950, her physician* 
writes: “She is completely well. There is no evidence 
of any more trouble.” 


Case 2—Mrs. P. F., white, age 49, was examined 
March 8, 1938. At this time she had a hard, growing, 
painless tumor 5 or 6 cm. in diameter in the left breast 
which she had noticed first in August 1937. On March 
10, 1938, a radical left mastectomy was done. 


Gross—The specimen consisted of the left breast, 
which contained a tumor measuring 5 cm. in diameter. 
On section, this tumor was encapsulated and cut with 
little resistance revealing a translucent surface. Multiple 
lymph nodes were isolated from the fat and, grossly, 
they were not involved. 

Histopathology—The sections showed a tumor com- 
posed of spindle cells which were rather large. Mitotic 
figures were not frequent. The central portion of the 
tumor was necrotic. Sections through multiple lymph 
nodes showed no metastasis in the nodes.... 





*Brent Weddle, M.D., Somerset, Kentucky. 





Fig. 2 
grade 3 


Case 2.- 
negative. 


Fibrosarcoma in breast. Axillary nodes 
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The diagnosis was fibrosarcoma grade 2 (Fig. 2). 


In May, 1941, a rather firm whitish tumor was re- 
moved from the scalp. Sections through this tumor 
showed it to be composed of rather large spindle cells 
and areas of active inflammation. This tumor greatly 
resembled that removed from the breast. However, the 
diagnosis at that time was neuro-fibrosarcoma. We be- 
lieve on reviewing this tumor that it is a metastasis of 
the original tumor. 

This patient later developed an epidermoid carcinoma 
of the cervix and died October 3, 1941, with extensive 
pulmonary involvement by neoplastic tissue. 

Autopsy revealed a well developed emaciated white 
woman looking the stated age of fifty-one years. There 
was no evidence of recurrence of the breast tumor in the 
region of the axilla. In the right lung there was a large, 
firm, tumor mass measuring 8 cm. in diameter. There 
were a number of smaller masses in the left lung. The 
pericardial cavity contained an excess of fluid. In the 
wall of the left ventricle there were several small tumor 
masses. The right pulmonary artery contained a large 
tumor mass that apparently completely filled the vessel. 
This cylindroid-shaped tumor mass extended into and 
was coiled in the left auricle. The liver was approximately 
normal in size and showed no masses of neoplastic tissue. 
The spleen contained a tumor nodule measuring 3 cm. in 
diameter. The pancreas contained a mass measuring 6 
cm. in diameter in the tail. A nodular mass was found in 
a kidney. Sections through the tumor masses found 
throughout the body showed all to be composed of 
spindle cells with large hyperchromatic nuclei. None of 


Fig. 3 


Case 2.—Metastatic fibrosarcoma grade 3 to kidney. Autopsy 
specimen. 
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the tissue resembled an epidermoid carcinoma. On com- 
parison with the original tumor mass removed from the 
breast, it was apparent that the generalized metastasis in 
this case was from the original sarcoma of the breast 
(Fig. 3). 


Case 3—E. B., a colored woman, age 48, was first ex- 
amined June 22, 1938. She had noticed a lump for one 
year before this. Her doctor at home had removed the 
lump and she had had recurrences four times since De- 
cember 1937. The last of these was examined in our 
laboratory and found to be a fibrosarcoma. On June 30, 
1938 the left breast was removed with the fascia on the 
pectoral muscle and the fat, and nodes from the axilla 
were removed for diagnosis. 


Gross —The specimen consisted of the left breast and 
tissue from the axilla. Immediately above the breast, 
and apparently not involving the breast, there was a 
sessile tumor measuring 6 cm. in diameter. This tumor, 
when cut, was soft and translucent. Several large lymph 
nodes were isolated from the axillary tissue. 


Histopathology—Sections from the tumor showed it 
to be composed of spindle cells, many of which had 
large hyperchromatic nuclei. An occasional node was 
encountered, which did not show evidence of malig- 
nancy. Sections through the lymph nodes showed hyper- 
plastic lymph-adenitis. 

The diagnosis was large myxofibrosarcoma of breast 
grade 2 (Fig. 4). 

She was last seen without recurrence in June 1939. 
Follow-up letters in 1950 were returned “unknown.” 





Fig. 4 


Case 3.—Myxofibrosarcoma grade 2. Axillary nodes negative. 
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Case 4.—Mrs. M. C., white, age 50, had a large tumor 
of the left breast removed in February 1948 by Dr. Hugh 
Mahaffey of Richmond, Kentucky. The tumor had 
ulcerated through the skin and was bleeding freely. She 
had noticed it first in 1946. 

On February 18, 1948, a huge left breast was removed. 
The breast was replaced by a huge tumor measuring 23 
cm. in diameter and weighing 3,580 grams. The nipple 
had been destroyed and replaced by a large ulcer, which 
extended deep into the mass. The tumor was diagnosed 
adenofibroma with zones of fibrosarcoma grade 2. The 
patient was instructed to return for frequent examination 
by her physician. 

She returned to Dr. Mahaffey in January of 1949 with 
a large recurrent tumor in the site of the previous opera- 
tion. This tumor mass was removed and weighed 600 
grams. It was soft and definitely .»bulated on cut sec- 
tion. This tumor showed large spindle cells with great 
variation in size and shape. Some of the cells were huge 
and had huge, dense, irregularly shaped nuclei. Scattered 
throughout this tumor were glands in which the epithe- 
lium did not appear malignant. Mitotic figures were 
frequent in the spindle cells. This tumor was diagnosed 
as a recurrence of the previous sarcoma arising in adeno- 
fibroma or adenosarcoma grade 2 (Fig. 5 and 6). 

Dr. Mahaffey reports that the axillary lymph nodes 
were not involved and were not removed. He per- 
formed a simple mastectomy at the first operation and 
simple removal of the recurrence in 1949. He writes 
that on September 5, 1950, “There was absolutely no 
sign of recurrence or axillary involvement.” 


yes 
tz me 





Fig. 5 


Case 4.—Adenosarcoma grade 2? showing malignant stroma and 
new formed but nonmalignant glands. 
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Case 5—L. M., colored, age 57, had a rapidly grow- 
ing lump in the right breast which had been present 
one month before radical mastectomy October 1, 1948. 

The specimen consisted grossly of a huge fatty breast, 
pectoral muscles and axillary tissue. In the breast there 
was a firm tumor measuring 35 mm. in diameter. On 
section, this tumor revealed a gray granular surface. No 
enlarged nodes could be demonstrated in the axillary fat. 

Sections from the tumor showed it to be composed of 
large spindle cells, many of which contained large hyper- 
chromatic nuclei. The central portion of the tumor was 
necrotic. Mitotic figures were frequent. Sections through 
multiple lymph nodes showed no metastasis. 

The diagnosis was fibrosarcoma of breast grade 3 
(Fig. 7). 

It is interesting that biopsy frozen section was reported 
carcinoma so a radical mastectomy was done. 

In February 1949 the lung fields were clear and there 
were no rib lesions. In June 1949 there was loss of 
weight, pain in the right chest and x-ray showed metas- 
tases in both lung fields. She died in August 1949. 


Case 6.—Mrs. U. E., white, age 41, first noted a lump 
in the right breast three weeks before operation January 
29, 1949. A simple mastectomy was done. 


Grossly the specimen consisted of a breast in which 
there was a well encapsulated, brownish tumor measur- 
ing 5 cm. in length and about 2 cm. in thickness. The 
cut surface of this tumor was soft and mucinous. 





Fig. 6 


Case 4.—Recurrence of adenosarcoma grade 2 in operative scar 
showing malignant stroma and atypical gland formation. Eleven 
months after first operation. 
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Sections showed benign, large distorted, irregular ducts 
with projections into their lumens. The connective tissue 
was very cellular and composed of spindle and oval, 
bizarre shaped, moderate staining cells in which mitotic 
figures were numerous. Tumor giant cells and giant 
tumor cells were scattered throughout. 


The diagnosis was fibrosarcoma originating in a canal- 
icular fibro-adenoma of the breast grade 3 (Fig. 8). 


She was examined August 3, 1950 and was found to 
have no recurrence. 


In these six cases we have four fibrosarcoma 
patients two of whom are known to have died of 
the disease within four years; one is well after 
thirteen years, and one is untraced. The two 
who have died are the only ones in whom radical 
mastectomy was performed. The other two with 
fibrosarcomas had enlarged nodes removed from 
the axilla but in none of these four was there 
any involvement of the nodes. 

The two patients who had adenosarcomas are 
both living, one two and a half years with one 
recurrence removed and the other eighteen 
months. Neither showed any evidence of the 
disease in August, 1950. 


SUMMARY 


Six cases of sarcoma of the breast have been 





Fig. 7 
Case 5.—Fibrosarcoma grade 3. Axillary nodes negative. 
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Fig. 8 


Case 6.—Adenosarcoma grade 3 originating in an adenofibroma 
showing malignant stroma and nonmalignant new formed glands. 


presented, four fibrosarcomas, two adenosar- 
comas. 


Some of the relevant literature has been re- 
viewed and these conclusions reached: 


(1) Sarcoma is a relatively rare lesion in the . 


breast. 


(2) It is rarely diagnosed and need not be 
before the patient comes to operation. Then 
frozen section is imperative. 


(3) Simple mastectomy plus removal of the 
pectoral fascia or pectoral muscles offers the 
patient as much as radical surgery. 


(4) Radiation therapy has no effective place 
in this disease. 


(5) Recurrences though frequent, if repeatedly 
removed, may effect a cure. Recurrences may 
take place twenty years after the initial lesion 
but most occur within four years. 


(6) The over-all mortality is somewhat less 
than in carcinoma of the breast. 


(7) The prognosis for the patient depends on 
the “grade” of the tumor and not on the type 
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of sarcoma. In general the fibrosarcomas are 
more anaplastic and hence more malignant than 
the adenosarcomas. 


(8) In most series, but by no means all, the 
fibrosarcomas outnumber the adenosarcomas. 


(9) Our own series is too small to be sta- 
tistically important. 
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DISCUSSION (Abstract) 


Dr. Frank Chunn, Tampa, Fla—During the past thirty 
months there have been examined in the laboratories of 
pathology of the Lutheran Hospital a total of 12,326 
surgical tissues. Of this group. 413 (3.35 per cent) were 
from the breast. 


Of these 413 tissues, 216 (64.40 per cent) represented 
benign lesions, and 147 (35.59 per cent) represented 
malignant lesions. Of the group of malignant lesions, 
2 or 1.36 per cent were found to be sarcoma of the 
breast. The essayists probably are quite correct in saying 
that the present incidence of sarcoma of the breast on a 
well conducted breast service is less than 1 per cent. 


I doubt that in my entire professional life I have 
recognized more than 5 or 6 sarcomas of the breast. 


Perhaps 4 per cent of the malignant cystosarcoma 
phylloides metastasize to the axillary nodes. Under those 
circumstances I bélieve that a radical mastectomy would 
be the proper procedure. In the main, however, in deal- 
ing with sarcoma of the breast, it is my feeling there is 
indicated only block removal including the underlying 
muscle just as would be done in dealing with sarcoma 
elsewhere. 


One of the two cases relatively recently encountered on 
my service had fibrosarcoma of the breast and simple 
mastectomy was done. Six months later there was a 
demonstrable metastasis to the right lung. 


Very careful study did not reveal any other demon- 
strable metastases. Pneumonectomy was then per- 
formed. The mediastinal nodes were not involved. The 
patient survived for a period of slightly more than six 
additional months. 
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This patient perhaps should not have been operated 
upon, and as a general proposition I certainly should not 
favor such heroic (and usually futile) attempts to sal- 
vage an individual. 


Dr. Enoch Callaway, LaGrange, Ga.—In looking over 
the West Georgia Clinic files, we found that seven cases 
had been listed as sarcoma of the breast. Upon checking 
these records, all but three of the cases had to be elimi- 
nated as primarily sarcoma of the breast. 


Of the three sarcomas of the breast, one is dead, and 
two have been living five years. An interesting thing in 
this series, is in connection with adenosarcoma. We had 
two cases which were originally considered adenosar- 
coma. 


However, the cases metastasized and the metastases 
were carcinoma. Carcinoma can produce a tremendous 
stimulation to stroma growth. In extreme cases stroma 
growth is much larger and much more violent looking 
than is the adenoid tissue. 

We should keep this condition in mind, particularly 
with the very early growths that we are finding at the 
present time. These women are examining their own 
breasts and picking up small tumors, and coming to the 
clinic with these. 

I saw a tumor like this about four weeks ago, and the 
amount of stroma present was four or five times the 
amount of the actual carcinoma in this tiny tumor. It 
would be very easy in this early stage to call this an 
adenosarcoma, when actually it was a very violent 
stroma reaction to an early carcinoma. 


I think it very important to keep in mind the possi- 
bility of this violent stroma reaction and not to consider 
these conditions as sarcoma or treat them as sarcoma, 
but consider them as carcinoma and do radical surgery. 
If there is any doubt, a good radical breast operation 
should be performed, no matter how small the growth is. 





RECENT ADVANCES IN COLON AND 
RECTAL SURGERY* 


By Garnet W. Autt, M.D. 
Washington, D. C. 


When one attempts to define what constitutes 
progress in the diagnosis and treatment of colon 
and rectal disease, it promptly becomes apparent 
that the individual’s personal opinion and experi- 
ence color the entire picture. I, therefore, beg 
your indulgence in the selection of my title and 
your tolerance of the remarks that follow. 


DIAGNOSTIC ADVANCES 


In 1930, Wangensteen and Rice! recommended 
a method for identification of the distal or caudal 





*Read in Section on Proctology, Southern Medical Association, 
ae) gt oy Annual Meeting, St. Louis, Missouri, November 


AULT: RECENT ADVANCES IN COLON AND RECTAL SURGERY 737 


end of the colon or hindgut in cases of congenital 
absence of the rectum. They advised that the 
newborn infant be held in the inverted position, 
the abdomen massaged and an x-ray film be 
taken. A thermometer or metal probe held on or 
in the anus identifies this structure. In most cases 
the proximity of the gas bubble to the anus will 
aid in determining whether a perineal or abdomi- 
nal approach is the procedure of choice in carry- 
ing out the surgical treatment. This was a dis- 
tinct advance in the preoperative attempt to 
locate the most caudal end of the bowel. An 
unsuccessful perineal operation, which often pre- 
cedes an abdominal operation, can be avoided if 
this study is made. It has been twenty years 
since this procedure was recommended yet many 
well informed, qualified and alert physicians are 
aware that this preoperative study is not being 
done as often as it should be in their community. 


I would, therefore, urge that every physician 
be informed of, and urged to utilize, this valuable 
method of preoperative study. It is a distinct 
contribution to progress in this field and it needs 
greater publicity. 

In 1931, Weber? suggested a refinement of the 
Fischer technic for the identification of adeno- 
matous polyps and polypoid lesions of the colon. 
This air contrast method has been quite uni- 
versally accepted as an additional aid in the diag- 
nosis of these lesions. The dangers of false polyp- 
like shadows were clearly illustrated in 1949 by 
Moreton et ali#® who encountered fictitious polyp- 
like shadows in 23.5 per cent of 267 contrast 
studies of the colon. In 1946, Hamilton* advo- 
cated the use of tannic acid in the barium enema, 
and in 1950 Christie et alii5 reported their experi- 
ence in the diagnosis of 40 polyps and 38 carci- 
nomas of the colon using a tannic acid technic. 
Using one dram of tannic acid by weight to 100 
cc. of barium mixture they demonstrated the fine 
mucosal pattern of the entire completely evacu- 
ated and contracted colon. This pattern is rarely 
seen by any other method of study and I predict 
that it will become an additional important ad- 
vance in the diagnosis of small polyps and other 
space-occupying lesions whose size is roughly 
estimated at around one centimeter. The compe- 
tent careful roentgenologist has usually no diffi- 
culty in demonstrating large carcinomas, polyps 
or other large space-occupying lesions. When the 
lesion is large the positive white barium shadow 
may be deformed or interrupted by the dark nega- 
tive shadow in the conventional pre-evacuation 
film. In some instances air contrast is necessary 
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to demonstrate such a lesion. The addition of 
tannic acid to the barium is useful for it may 
produce a combined positive and negative bulge 
or deformity in the postevacuation film of the 
contracted colon. I urge you to enlist the aid of 
your roentgenologist in demonstrating small 
polyps and early small carcinomas by utilizing 
the tannic acid barium enema. The early detec- 
tion and removal of small polyps is most surely 
cancer prevention in every sense of the word and 
the early detection of small carcinomas is like- 
wise important if resection in anticipation of 
cure is our surgical goal. 


Concomitant with the development and ex- 
pansion of cytologic studies for the diagnosis of 
malignancy, it was only a matter of time before 
one could expect reports on the diagnosis of 
cancer of the rectum by this method. In 1948, 
MacKenzie and Hecht® aspirated material with 
a bulb pipette from the unprepared rectum and 
obtained a positive Papanicolaou smear. In 1949, 
Gladstone’ reported on a gelatin sponge Papani- 
colaou smear method of diagnosis and in 1949 
Cantor® recommended a Papanicolaou smear 
stain of material obtained by curettage biopsy. 
Before one can endorse this method of diagnosing 
accessible rectal malignancy, it seems desirable to 
ask whether it is preferable to or more accurate 
than a conventional biopsy. It may be a supple- 
mentary adjunct in diagnosing rectal malignancy; 
however, it is my considered opinion that it 
represents fuzzy enthusiasm and is of little aid. 
A good biopsy obtained from the actively growing 
edge of the visible malignancy is of greater value 
in our experience. 


PREOPERATIVE CARE 


During the present era of making patients 
physiologically safe for major intestinal surgery 
we must constantly try to evaluate the pro- 
cedures of today that have displaced those of 
last week, for these in turn may be out of date 
next week. This is indeed a difficult task, for 
every journal carries some message on this 
subject. 


The nutritional preparation of most patients 
who are candidates for intestinal and rectal re- 
sections can, in the absence of obstruction, be 
started before patients enter the hospital. We 
have seen great stress laid upon the correction 
of protein deficiency and while this is of para- 
mount importance, I humbly confess that most 
of our colon and rectal cases are deficient in all 
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food elements. Plasma protein determinations do 
not always reflect the nutritional status of the 
patient. I, therefore, urge you to recommend a 
high caloric, high vitamin, high protein diet to 
your patients when you first see them at home, 
in the office or in the hospital. Supplemental 
feedings for a chronically ill patient with carci- 
noma or ulcerative colitis may require gastric 
intubation and the forced feeding of protein 
hydrolysates, homogenized milk formulas, gela- 
tins, honey and vitamins. Small hourly doses of 
the following formula of 215 cc. will supply 14.1 
grams of protein and 253 calories: skim milk 
powder, 20 grams; milk 200 grams; sugar 15 
grams. The addition of several eggs, honey, pro- 
tein powders, gelatin and vitamins materially in- 
creases the values of all elements. Diarrhea can 
be controlled by administering aluminum gel in 
the intervals between feedings. A rapid rise in 
blood amino acids will produce vomiting and 
this may be controlled by small hourly doses of 
the mixture. While the oral route of nutritional 
preparation should have priority over other 
methods, it may be necessary to use the parenteral 
route. This does not require further elaboration 
for we are all familiar with the work of Elman? 
of St. Louis who in 1939 demonstrated the value 
of intravenous protein solutions. Many investi- 
gators have since confirmed and elaborated upon 
the value of intravenous protein therapy. In 
1942, Whipple!® correlated the relationship be- 
tween hemoglobin production and protein admin- 
istration. He demonstrated that the chronically 
ill anemic patient utilizes his own tissue proteins 
or those administered parenterally to produce 
hemoglobin. This was enlarged upon by Clark 
and his co-workers!! in 1947 who demonstrated 
the value of repeated blood transfusions in re- 
storing blood volume to normal. These and other 
demonstrations of the relationship between nutri- 
tional deficiency, protein deficiency and anemia 
have been valuable contributions to the pre- 
operative preparation of patients for intestinal 
surgery. Time will not permit a prolonged dis- 
cussion of the correction of dehydration and 
chemical imbalance, but I venture to remark that 
some of the work now being done with invert 
sugar, alcohol and fats will, in the near future, 
change our concepts of adequate parenteral nutri- 
tion. 


The preparation of the gastro-intestinal tract 
for surgery is a most important adjunct con- 
tributing to a successful outcome. We must not 
forget that a clean empty bowel has top priority 
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in this respect. The various methods of attaining 
this are known to everyone, so that the perform- 
ance of intestinal intubation, cecostomy or proxi- 
mal colostomy should remain a selective pro- 
cedure. Despite the increasing availability of 
antibiotics whose antibacterial spectra are wide, 
we are not impressed by any as being superior 
to sulfathalidine or sulfasuxidine. This opinion 
has been expressed by Poth!? and others. Fur- 
thermore, in terms of cost to the patient these 
sulfa drugs continue to have an economic, as 
well as therapeutic, value to the patient that has 
not been displaced by their more costly antibiotic 
rivals. However, if one is dealing with the infec- 
tion and cellulitus that often accompany an ul- 
cerating malignancy or diverticulitis with tumor 
mass or perforation, it is advantageous to use 
some of the newer antibiotics. It is to be re- 
peatedly stressed that chemotherapy and anti- 
biotic therapy before, during or after colon sur- 
gery are not substitutes for good surgical judg- 
ment and technic. 


Time will not permit an adequate discussion 
of many phases of preoperative preparation and 
care. The subjects mentioned are brought to your 
attention only because they represent some of the 
basic advances in preoperative care. 


SURGICAL TREATMENT AND PROCEDURES 


While we are all aware of the tendency to per- 
form resections of either the right or left colon 
as a one-stage procedure, several specific reports 
are of interest in the surgical treatment of colon 
and rectal disorders. 


Additional information on the surgical treat- 
ment of ulcerative colitis was furnished by 
McKittrick and Moore!’ in 1949. In this report 
143 patients had an ileostomy with a mortality 
of 17.4 per cent; 87 subtotal colectomies had a 
mortality of 8 per cent; and 33 abdominoperineal 
resections were done with a mortality of 33 per 
cent. It is interesting to note that 84 per cent of 
the survivors considered themselves in good health 
at the time of the report. I bring this to your 
attention only to emphasize that rehabilitation 
of the patient should constantly remain the goal 
in the surgical treatment of ulcerative colitis. 
The degree of ileal involvement by ulcerative 
colitis was reported by McCready and his asso- 
ciates!* in 1949. One hundred and three cases 
were studied and ileal involvement in 28 per cent 
varied from 4 to 45 cm., the average being 20 cm. 
It seems pertinent to relate this to the perform- 
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ance of an ileostomy. It indicates that we must 
be careful in selecting the site for dividing the 
ileum regardless of whether we are performing 
an ileostomy or using the proximal ileum for 
anastomosis. 

Perhaps the most interesting recent contribu- 
tion in the field of colon and rectal surgery is 
the report of Swenson!’ in 1949 on the surgical 
treatment of megacolon. Other reports have fol- 
lowed, but the time is too short fully to evaluate 
the long term results. To appreciate the work 
preceding the practical application of the theory 
that degeneration and absence of the myenteric 
plexus are the etiological factors in megacolon, 
one must review and evaluate the literature on 
this subject. In 1948, Whitehouse and Kerno- 
han!® presented a complete review of the subject 
and included their investigations of 11 cases. 
They noted that absence of the myenteric plexus 
in this disease was reported as early as 1901 by 
Tittel. This work should be followed closely by 
all who are interested. 

If one attempts to discuss cancer of the colon 
or rectum in a short period of time it immediately 
becomes apparent that an impossible task has 
been assumed. Therefore, I should like briefly 
to discuss carcinoma of the rectosigmoid. Many 
distinct advances are being reported in the surgi- 
cal treatment of malignancy in this location. The 
rectosigmoid means a different location to dif- 
ferent surgeons. Some relate it to the level of 
the peritoneal reflection, others to the level of the 
second and third sacral vertebrae and others to 
a measured distance from the anus. Many have 
failed to recognize that when this mobile segment 
of bowel is involved by malignancy it frequently 
tends to intussuscept downwards. Thus one ob- 
tains a false impression as to the true level of 
the caudal edge of the lesion. For our purposes 
we have seen fit to correlate the proctoscopic 
distance from the anus to the caudal edge of the 
lesion with the level of the peritoneal reflection 
and the precise location of the lesion as seen in 
the freshly resected unfixed specimen. Only after 
all three are correlated is a final diagnosis made. 
For the present, we are arbitrarily classifying all 
lesions arising in the zone six to eight inches from 
the anus as carcinoma of the rectosigmoid. This 
has a bearing on the operative result for it is 
becoming increasingly evident that the Miles 
abdominoperineal resection is not the procedure 
of choice for resecting lesions at this level. Please 
remember, I am not discussing carcinoma of the 
rectum. Uncomplicated carcinoma of the recto- 
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sigmoid, in the zone six to eight inches from the 
anus, can and should be resected without re- 
moving the lower half of the rectum, levators and 
sphincters. The abdominal dissection should at 
least be the same as that recommended by Miles. 
With elevation of the rectum from the hollow of 
the sacrum, incision of the lateral rectal stalks 
and the ability to obtain two inches or more of 
free bowel distal or caudal to the lesion, one has 
met the acceptable requirements of good surgery. 
The lymphatic and vascular zones of metastasis 
are left on the specimen and the proximal upper 
sigmoid or lower descending colon can be anas- 
tomosed to the rectal stump. I mention this only 
to evoke discussion for it is impossible to cite 
references supporting this view in so short a time. 


In conclusion I would urge that we continue 
to keep an open, critical and tolerant mind 
applied to evaluating the current trends in colon 
and rectal surgery. 
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DISCUSSION (Abstract) 


Dr. Bertrand D. Coughlin, St. Louis, Mo—The x-ray 
man must be meticulous in his search for growths in the 
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colon, particularly those of a polypoid nature. Repeated 
barium enemas and also air contrast enemas are very 
important. There must be a great deal of cooperation 
between the proctologist and the roentgenologist. A 
routine barium enema should be done first and then a 
separate and distinct air contrast examination at a later 
date. The percentage of failure to find tumors with this 
routine is very small. 

The use of the gelatin sponge for diagnostic procedures 
probably has a place but as Dr. Ault has said, the places 
are uncommon and unusual. There is nothing better than 
a biopsy done under full vision and with adequate 
lighting. 

Of rather recently discovered importance to colon 
surgery is the potassium content of blood serum. Potas- 
sium determinations of course require the use of expensive 
equipment in the laboratory and this is a limitation. 
However, clinical application is usually quite definite in 
that the clinical signs may be found. These are, briefly, 
changes in the electrocardiogram and in the general well 
being of the patient. Having found potassium deficiency, 
it is quite easy to replace the potassium, because we may 
give it orally or intravenously. Valentine’s meat extract 
given in doses of four tablespoonsful a day will give the 
patient about five grams of potassium, which is enough 
for the interchange of the potassium radical. In intra- 
venous administration of potassium the rate of adminis- 
tration should be watched carefully. About 8 to 10 cc. 
per 120 to 180 drops per minute is well within the safe 
range and will not cause a sudden rise in blood potassium 
which would result in action on the heart muscle and 
would probably be fatal. 


Dr. Ault did not go into his recent investigations con- 
cerning metastasis of malignant growths through the 
preaortic lymph system. His work on high ligations, 
particularly in growths at the rectosigmoid, I believe will 
add something to our percentage cures in malignancy 
surgery of that region. 

Dr. Victor E. Scherman, St. Louis, Mo.—In the matter 
of diagnosis, I believe Dr. Ault has made a very im- 
portant point. The use of air contrast barium enemas 
is something of which greater advantage should be taken 
as a followup to regular barium enemas. Routine 
followup with air contrast enemas is not universally used 
in St. Louis and the clinician must ask for it. I have 
only the minimum amount of knowledge and experience 
with the tannic acid barium enema. However Dr. Ault’s 
pictures showing the beautiful mucosal patterns point the 
way to the nice revelation of disturbances in the picture 
caused by small abnormalities. 

I urge that, in each hospital, barium enemas, first of 
all, be repeated in all suspicious cases, and second, that 
cooperation with the roentgenologist be sought, so that 
air contrast enemas also will be done almost routinely. 

I mention cytological diagnosis only to reiterate Dr. 
Ault’s statements. Certainly nothing is a substitute for 
good adequate biopsies taken from the advancing edge 
of the lesion so that normal and abnormal tissue are 
present for good comparison. Cytological technics are, 
in the rectum, frought with too many practical diffi- 
culties to offer much help in this locality. 


With reference to preoperative care, certainly it seems 
unnecessary to point out to a group such as this, that 
they should not forget that they are dealing with the 
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whole patient, and not with colons, rectums, or any other 
single organ in the body. Dr. Ault has brought out the 
fine reasons for careful regard of the general condition 
of the patient. I repeat them only for emphasis. The 
better preparation the patient has generally, the better the 
local condition will be and consequently the better it will 
lend itself to therapy. 

Chemical or antibiotic preparation of the colon was 
dealt with in the paper. I emphasize that nothing has 
proved to be a better, or a cheaper preparation than 
sulphathalidine or its salts. Investigators have shown 
that certain antibiotics such as streptomycin or dihydro- 
streptomycin stimulate the occurrence of resistant forms 
of bacteria in the colon after three or four days of use. 
Therefore these drugs should be withheld and used only, 
as Dr. Ault pointed out, in the complicated cases or upon 
the occurrence of secondary infections, violent infections, 
or where a combination of antibiotic agents is indicated. 

Finally, the most interesting point, to me, was the 
discussion of anterior resection of the rectosigmoid. It 
has been pointed out during the past few years that there 
is a possibility that lesions of the rectosigmoid occupy- 
ing a certain location can be treated without sacrificing 
the anus and still satisfy the basic criteria for radical 
excision in the presence of cancer. 


The difficulty has been one of classification. Dr. Ault’s 
classification is an excellent one. However, in a recent 
review by Dr. Gilchrist, a classification based on the 
tumor’s location in relation to the anterior peritoneal 
reflection appeals to me. When used in relation to the 
proctoscopic distance preoperatively, it provides a def- 
inite anatomical landmark at the time of surgery upon 
which a judgment can be made. This then designates 
tumors as peritoneal or extraperitoneal. 


Dr. Gilchrist’s review shows the remarkable difference 
in survival rate in the two types of lesions. Whereas 
the survival rate in the extraperitoneal lesions was only 
51 per cent at five years, those intraperitoneal or un- 
classified showed survival rates from 58 to 73 per cent. 
This lead him to say that we were possibly dealing with 
two types of disease. However, it is more likely, and 
more easily explained, as pointed out by other writers, 
that the rapidity of spread by reason of increased ana- 
tomical possibilities is much greater in the extraperitoneal 
lesions. 

The other important factor in deciding upon anterior 
resection for treatment of low lying lesions is the viability 
of the colon proximal to the lesion. It has been pointed 
out in Dr. Ault’s paper and by Dixon in his paper on 
the technic of the anterior resection that ligation of the 
superior hemorrhoidal at certain critical points does not 
embarrass the circulation of this portion of the colon. 
With proper use of the anterior resection in selected cases 
many individuals are saved the loss of the lower rectum 
and anus while at the same time the surgeon is con- 
fident that proper radical excision of the cancer has been 
accomplished. 

Dr. Mark M. Marks, Kansas City, Mo—For some 
time tannic acid has been used to deflocculate barium 
both in oral use and for barium enemata. Ingested 
tannic acid is not without toxic effects and can produce 
liver and kidney damage. 


Additional substances, when added to barium that will 
give as good or even better results, are aluminum silicate 
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and pectin. I have reported my work on the use of 
methyl cellulose to the American Proctologic Society and 
to the International College of Surgeons. This mixture 
does not inspissate in the bowel and, when used as a 
barium enema, flows slowly and gives sharper definition 
of colon configuration. 

Dr. Robert A. Scarborough, San Francisco, Calif. — 
Dr. Ault’s paper has emphasized recent advances in the 
treatment of rectal and colonic disease. I should like to 
point out two things that I think are actually regressions 
in the proctologic field. 

First, I have in mind a certain Cancer Detection Center 
where the Papanicolaou test has been substituted for the 
sigmoidoscopic examination. This, to me, is a sad re- 
gression in diagnostic procedure for large bowel neo- 
plasms, of which 75 per cent are within direct reach 
through a sigmoidoscope. The Papanicolaou test will 
never be a substitute for direct visual examination and 
direct biopsy. 

The second point of regression is failure to utilize an 
old time diagnostic procedure that many of us have 
almost put into the discard. With the improvements 
and refinements in x-ray diagnosis of colonic disease, we 
are too often satisfied to accept the negative findings of 
X-ray examination. We have all but forgotten that ex- 
ploratory laparotomy is still a justifiable diagnostic pro- 
cedure at times. In the patient who has continued 
bleeding, which obviously comes from a source beyond 
reach of the sigmoidoscope, and in whom repeated x-ray 
examination fails to reveal the responsible lesion, explora- 
tory laparotomy is still a good diagnostic procedure. 
Most of us can recall such a patient, in whom this 
diagnostic procedure was not employed, who ultimately 
was found to have a carcinoma which had not been 
demonstrable by x-ray examination. 

Dr. Ault has expressed disfavor for the operation of 
resection and low pelvic anastomosis in carcinoma of 
the rectal ampulla. I should like to express my own 
dissatisfaction with this procedure in any rectal car- 
cinoma situated below the level of the sacral prom- 
ontory. I am well aware of the excellent experimental 
work and pathologic studies reported in the literature 
in support of this procedure. But I am confronted by the 
unpleasant fact that of all patients in whom I have 
resected carcinomas situated between 10 and 15 cm. 
above the anus with low pelvic anastomosis, over 75 per 
cent have developed pelvic recurrence of the disease. 
Carcinoma can extend in the wall of the bowel more than 
1.7 cm. distal to the primary lesion. In three instances 
we have demonstrated direct submucosal extension of 
disease for 7, 8, and 12 cm. below the gross border of the 
tumor. There is never a certain pattern of extension of 
cancer via the lymphatics, by direct extension, or through 
blood vessels. Any compromise in resection of adequate 
bowel wall distal to such a lesion compromises the 
opportunity for cure. 

I am sure that we shall all continue to employ low 
pelvic anastomosis in selected cases, endeavoring to pre- 
serve bowel continuity whenever feasible. But we must 
be certain that the employment of this procedure never 
compromises the adequacy of the resection below the 
lesion, as well as around and above the lesion. 


Dr. Ault (closing). —Time did not permit us to discuss 
potassium, lateral lymphatic drainage in rectal carcinoma 
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or other work that is in the stage of investigation at this 
time. 


We are all aware of Gilchrist’s work on intraperitoneal 
and extraperitoneal carcinoma of the rectum. He has 
indicated that approximately 58 to 73 per cent, and these 
figures are given approximately from memory, of cases 
of intraperitoneal carcinoma of the rectum are getting 
along satisfactorily while only 51 per cent of extra- 
peritoneal cases are getting along well. This is a fairly 
clear indication that in dealing with lesions low in the 
rectum, we should be more radical in our operations 
and that sphincter saving operations need greater evalua- 
tion if they apply to low lesions. 

I am interested in what Dr. Marks has to say about 
tannic acid, but should like to remind him that tannic 
acid in a barium enema is nontoxic. It produces con- 
traction of the bowel and a mucosal pattern that is 
rarely seen by any other technic. 

Dr. Scarborough’s remarks on the Papanicolaou smear 
are well taken. It represents fuzzy enthusiasm for some- 
thing of very dubious value. If cancer detection clinics, 
you, I or anybody else are going to substitute a Papani- 
colaou smear for a good adequate biopsy taken from 
accessible lesions, we certainly are regressing. 





DIET IN THE MANAGEMENT 
OF PEPTIC ULCER* 


By Josepu W. Larimore, A.B., M.D. 
St. Louis, Missouri 


In the management and treatment of peptic 
ulcer, diet is an indispensable part. In the half 
century or more the quality as well as the manner 
of the ulcer diet has been but very cautiously 
and little changed, and the relatively recent pro- 
posal to feed the bleeding ulcer was a startling 
innovation in view of textbook advice. Institu- 
tional diets adhere all too firmly to the gradu- 
ated milk, cream and egg multifeeding program. 
Private practice for the ambulatory patient has 
become more liberal, but generally adheres to the 
frequency of feeding. A review of the physi- 
ological alterations in the ulcerated gastroduo- 
denal segment favors a change in the content and 
manner of ulcer dietetics. 

Starvation, if supportable, would do the hyper- 
active segment little good. It would not provide 
the physiological rest or secretory inhibition nec- 
essary to tissue healing. The continued secretion 
activity of the segment is the real affliction or 
disease of ulcer. The disorientation of the secre- 
tions to physiologic demands constitutes the 
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comprehensive character of the whole disease and 
not mere prodromata. To recondition the secre- 
tory responses must constitute the final cure. 
The stability of the autonomic nervous system in 
effecting the homeostasis of visceral function, 
and in this particular in effecting the responses 
of gastric secretion to demand, is the foundation 
of health in the gastroduodenal segment. The 
functional reactivity of the autonomic system 
exists on the distal or peripheral level of simple 
reflexes and hormonal effects, and is relatively 
little influenced from higher levels and in no 
direct and continuous pattern. Fortunately these 
secretory responses are only with difficulty dis- 
oriented. Prolonged repetitive irregularity of 
abusive ingestion will result, however, in con- 
tinuous secretion. It would be well if the inter- 
digestive refractory rest of the stomach were as 
remote from voluntary interference as is the re- 
fractory period of the cardiac muscle. As a 
corollary to this innate stability, the responses, 
once unconditioned, are only with prolonged 
effort and discipline firmly reconditioned to 
simple physiological response. 

The importance of the lesion of ulcer and its 
potential of tragic progression is not minimized. 
Treatment is managed in two phases. First, the 
ulcer must be healed, and second, the pathological 
physiology of secretions must be corrected by 
reconditioning. It has been abundantly and re- 
peatedly proven that counteraction of the con- 
tinued excess of secretion by buffering the acid 
with food and neutralizing it with antacid will 
result in healing of the lesion. Healing needs 
only the removal of interference. Healing may 
be accomplished in from six to eight weeks and 
the ulcer management moves into its second and 
prolonged phase which is the restoration of effec- 
tive response of normal secretion to the natural 
stimuli of alimentation. This will restore the 
quiescent inter-digestive period, which permits 
actual rest and thereby the recuperation of the 
tissues of the stomach and the duodenum. This 
cyclic activity is essential and the manner of diet, 
therefore, becomes equally important to its 
content. 


The diet of the uncomplicated ulcer may be 
very liberal and normal. All staple and cooked 
foods may be used. Without any gastric motor 
impairment, it is necessary to eliminate only raw 
and sour foods, relishes, spices, exotic seasoning, 
nuts, fruit juices, excessive meat fats and rich 
and mixed desserts, melons and berries. A dry 
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diet rather than liquid (for example, soups) will 
take up the gastric secretions more rapidly. This 
rather long enumeration really still leaves the 
essential foods, meats, potatoes, cereals, dairy 
products, soft cooked vegetables, bread stuffs, 
pudding, and plain ice cream, all of which may 
be allowed in ample quantities to the stomach 
which with ulcer has augmented rather than 
diminished digestive power: and its reservoir 
capacity is unimpaired. 

It is desired to achieve rest for the afflicted 
gastroduodenal segment, and this must be gained 
by the giving and withholding of work. Three 
regular meals should be prescribed with almost 
no exception in the ulcer diet. Yet the ulcer 
stomach is continuously secreting and in the first 
phase of treatment for healing the ulcer lesion, 
this should be further countéracted by the ade- 
quate alternate use of antacid. Atropine-like 
drugs also are helpful in this phase for suppress- 
ing activity, but no drug has yet been found 
which restores per se the cyclic function of the 
segment, although new ones are constantly pro- 
posed. The necessary inter-digestive rest period 
may be secured by the conditioning effect of the 
three-meal program. The difficulty in impressing 
upon a patient the meaning of this regimen in 
which all alimentation is barred between meals 
and only water is permitted, and that the pro- 
scription eliminates milk, coffee, sweet and 
vitamized beverages, as well as beer and other 
alcoholic mixtures, emphasizes how such in- 
dulgence has become the accepted part of our 
American life. When gastric motor impairment 
complicates the ulcer, the three-meal regimen is 
even more important as giving the embarrassed 
stomach the time to empty, and when pyloric 
obstruction is pronounced there is added need 
for repeated lavage during the first phase. The 
diet is then limited as to quality according to 
the degree of motor impairment and the ease of 
aspiration. With hemorrhage the three meal 
regimen is also followed in association with ade- 
quate antacid. The initiation of a healing reaction 
in the lesion is the surest safeguard against 
further bleeding. 

In a rather long and somewhat large personal 
private experience in treating peptic ulcer in the 
ambulatory patient with the three-meal liberal 
diet as the basic program, the result has been 
most satisfactory. The use it makes of the intact 


physiological organization of the gastroduodenal: 


segment is superior to and obviates any necessity 
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of destroying the nerves serving the stomach 
even when complications have indicated other 
surgical interferences. Few recurrences of ulcer 
activity have been unrelated to the patient’s lax- 
ness and indiscretion in dietetic practices. It is 
difficult to instill an understanding that bad prac- 
tices are cumulative rather than immediate in 
their effects, and that the patient may more 
directly help himself even than may the phy- 
sician. The facility with which comfort usually 
may be given the patient by diet and neutraliza- 
tion with uncomplicated ulcer is even an obstacle 
to ulcer management. Sufferers mistake the relief 
of pain and suffering as the end of all disease 
activity and soon liberalize their restrictions. In- 
tractability is often more related to patient con- 
trol than to anatomical advance of the lesion. 
However, without patient control the lesion cer- 
tainly will recur and will progress with each 
recurrence. 


Experience with the three meal diet has in- 
dicated that in thus arranging the diet of peptic 
ulcer to conserve the cyclic function of gastric 
work and thereby provide an inter-digestive rest 
period, free of all alimentation stimulus, use is 
made of the intact neuro-muscular-glandular 
visceral organization to correct the continuous 
secretion and the constant acid which prevents 
ulcer healing and permits recurrence. This pro- 
tective dietetic program should be a continued 
discipline for the ulcer patient. 
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DISCUSSION (Abstract) 


Dr. Henry G. Rudner, Memphis, Tenn.—Today, 
through the scientific avenues of approach, we have at 
least found a pattern to explain the physiology of most 
of the gastro-intestinal tract. The continued activity 
and hypersecretion of the gastro-duodenal segment is 
analogous to an exudative phenomenon. To be able to 
restore healing, and to restore physiological rest neces- 
sary to healing, we must recondition the secretory re- 
sponses. Certainly, there are two phases in the treat- 
ment: (1) the stage of activity; and (2) the stage of 
healing. 

In the stage of hypersecretion and activity which 
should respond dramatically to hourly feedings, alter- 
nating with antacids, the relief should be within two to 
three days. As soon as possible, the physiological rest 
period should be established, giving the patient three 
meals a day and a feeding at midnight. The diet that 
Dr. Larimore has advised is full and adequate. The 
medical dietary management of uncomplicated peptic 
ulcer is successful in at least 85 per cent of the cases. 
We too, have found that hourly feeding as advocated 
by numerous authors in the ambulatory case is most 
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inconvenient, and, in my opinion, should not be carried 
on more than a few days. For a number of years I 
have used this formula: 1 cup cream, 1 quart whole milk, 
YZ cup aluminum hydroxide gel, 2 tablespoonfuls plain 
gelatin and '% cup lactose or dexin. 

The patient prepares two quarts of this mixture and 
takes four ounces every two hours from 8 a.m. to 10 
p.m., in the active stage. The broad principles of the 
second stage in treatment of uncomplicated cases of 
peptic ulcer should be: 

(1) A diet with sufficient calories for the patient. 
The quantity and quality should not arouse undue motor 
or secretory activity. The diet should not contain gas- 
tric secretagogues, such as meat extractives, condiments, 
alcohol, cellulose, or heavy meat fibres. Fats stay in 
the stomach too long and initiate vigorous motor 
activities. 

(2) The necessity of absolute cooperation of the pa- 
tient. Frankly, I feel that when we have absolute co- 
operation of the patient, our percentage of intractable 
peptic ulcers will be lowered. In the present day dietary 
management, we are convinced that we cannot treat 
peptic ulcer per se, but we must treat the individual 
with peptic ulcer. Dr. Larimore only mentioned atro- 
pine-like drugs in the treatment of the early phase by 
suppressing activity. I should like to call attention to 
the work of Longino and Grimson, with the use of an 
anticholinergic drug which produces a prolonged depres- 
sion of the gastro-intestinal motility and reduction of 
the acidity of the gastric secretion. This drug, methan- 
theline bromide, known under the trade name of ban- 
thine,® up to the present time is probably our best 
approach to a medical vagotomy. I am quite sure there 
will be numerous papers to follow after more experience 
with this drug. 





THE MANAGEMENT OF UROLOGIC 
ACCIDENTS IN GENERAL AND 
GYNECOLOGIC SURGERY* 


By HJALMar E. Cartson, M.D. 
Kansas City, Missouri 


Whenever surgery is carried out on abdominal 
or pelvic viscera, injury to adjacent structures is 
a possibility, and the urinary tract is no excep- 
tion. Such injury most commonly occurs in ex- 
tensive surgery for the removal of cancer of 
adjacent organs with or without the use of 
radium, or injury may occur following surgery 
for other pathologic conditions especially of the 
uterus, ovaries, cervix or vagina. The discomfort 
to the individual following an injury to the 
urinary tract is frequently considerable and 
urologic consultation is requested. 





*Read in Section on Urology, Southern Medical Association, 
ee Annual Meeting, St. Louis, Missouri, November 
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INJURIES TO THE KIDNEY 


An incision of the kidney during a surgical 
procedure is usually deliberately performed for 
diagnosis of an unexplained retroperitoneal mass 
and usually after all other contemplated surgery 
is completed. Of the incidents with which we 
are familiar, a horseshoe kidney was incised on 
one occasion, an enlarged solitary kidney lying 
in its normal location was incised at another time 
and a solitary pelvic ectopic kidney was incised 
on still another occasion. If the renal capsule is 
tightly closed, using mattress sutures over fat 
to control bleeding if necessary, no complications 
should develop. It is recommended however that 
all such cases be closed with drainage. 


INJURIES TO THE URETERS 


Injuries to the ureters occur not infrequently 
in gynecologic surgery during a panhysterectomy 
for carcinoma or myomata, or less frequently 
during the removal of large ovarian cysts, tubal 
abscesses or pathologic conditions in the broad 
ligaments. This is true especially if the patho- 
logic process has caused the ureter to deviate 
from its normal position. Injury to the ureter 
may also occur in radical operations on the 
rectum, especially in male patients. 

The exact percentage of ureteral injuries varies 
considerably but appears to be decreasing. Ap- 
proximately 10 per cent of patients had some 
damage with the operation originally developed 
by Wertheim while more recent statistics col- 
lected by Herman in 1935 showed an incidence 
of 4 per cent of such injuries in pelvic surgery. 
It is our impression that the percentage of in- 
juries is now far below either of these figures. 


The types of injury to the ureter may be 
classified as due to: 

(1) Incision 

(2) Division 

(3) Division and ligation of proximal end 

(4) Ligation 

(5) Crushing 

(6) Undue stripping of the ureter and necrosis 

(7) Excision 


(1) Incision of the Ureter—A simple incision 
of the ureter may be either longitudinal or trans- 
verse and usually occurs in the lower ureter 
during pelvic surgery. If an incised wound is 
recognized at the time of operation the edges 
should be approximated with 00 chromic catgut 
and unless the wound is very large no ureteral 
catheter is necessary. Any incised wound in the 
ureter should be drained preferably by the extra- 











I 
i 
I 


an 








Vol. 44 No. 8 


peritoneal approach. The healing of a transverse 
incision in the ureter can usually be expedited 
by suturing the margins over a ureteral catheter 
and bringing the catheter out through the urethra 
where it is fixed in position. Such a catheter 
should be left in place for not less than one 
week, at which time it may be removed. 


If it is not recognized that a ureter has been 
incised at the time of operation, the profuse 
drainage of urine through the wound will show 
the presence of some damage to the urinary tract. 
Cystoscopic study will reveal the location of such 
an injury. If a catheter can be passed to the 
kidney and a pyelogram obtained, the catheter 
should be left in place for drainage. In the event 
that a pyelogram is not obtained but only an 
extrinsic diffusion of opaque media, the catheter 
may have passed through the incision in the 
ureter or the ureter may be completely divided. 
When doubt as to the type of injury exists it is 
best to wait, since a simple incised wound will 
heal spontaneously. On the other hand if the 
wound continues to drain, a divided ureter 
should be suspected and operation can then be 
carried out. 


(2) Division of the Ureter.—A ureter that has 
been completely divided and the fact recognized 
at operation, should be sutured over a splinting 
catheter. There are many ways of suturing a 
divided ureter such as direct end-to-end anas- 
tomosis with interrupted catgut sutures, trimming 
the ends of the ureter on a bias and then suturing 
together, or the invagination technic in which 
the lower end is dilated with the forceps and the 
upper end pulled into the lower segment with 
mattress sutures. 


If a divided ureter is not recognized at opera- 
tion, profuse drainage of urine takes place 
through the incision or drainage into the pelvis 
with formation of an abscess, and later rupture 
into the vagina may occur to form a uretero- 
vaginal fistula. These patients have rather 
marked symptoms such as intermittent chills and 
fever, pain over the kidney, in the lower quadrant 
or pelvis, and nausea and vomiting. Sometimes 
pain in the vagina with presentation of a bulging 
mass may cause the gynecologist to incise the 
presenting tumefaction with subsequent constant 
drainage of urine. Some intraperitoneal drainage 
of urine may occur when a ureter is divided, 
particularly the abdominal ureter, but generally 
a tract is soon formed. A ureter divided low in 
the pelvis with formation of a ureterovaginal 
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fistula is subject to stricture formation and an 
infected hydro-ureter and hydronephrosis com- 
monly occurs. The free use of antibiotics in any 
of these cases is of importance. 


The management of a ureterovaginal fistula 
will vary with the length of ureter available. 
Operation is best carried out three months or 
more after the original one, since this allows 
healing of the original operative procedure and 
permits easier repair of the damaged ureter. 
Previous cystoscopic study is done to determine 
the approximate length of ureter available and 
particularly the side involved. Study is also 
made to determine whether or not a vesico- 
vaginal fistula may also be present. Although 
combined lesions are not common we have had 
two such cases. After preliminary study a supra- 
pubic extraperitoneal exposure is made, and the 
ureter (usually dilated) identified and freed 
from its point of attachment to the vagina. Any 
rents in the posterior peritoneum should be 
closed. The bladder is opened, the ureter is 
inserted through a stab wound in the bladder 
and after splitting the free end it is fixed with 
through-and-through silk sutures over a rather 
large soft rubber catheter. The serosa of the 
ureter and bladder are then approximated with 
00 catgut. The soft rubber catheter is brought 
out through a cystotomy together with a cys- 
totomy tube. We do not believe it necessary to 
try to produce any kind of ureteral valve mech- 
anism. Our follow-up results with this technic 
have been uniformly good. A follow-up pyelo- 
gram one year after such an operation shows a 
perfectly normal upper urinary tract. 

If the ureter is severed near the pelvic brim, 
anastomosis may sometimes be possible. Usu- 
ally, however, the lower segment is densely in- 
corporated in scar tissue so that it cannot be 
identified. In the event that the ureter is too 
short to be anastomosed to the bladder a tongue- 
like flap of bladder wall can be made as described 
by Dr. Ockerblad and me in an article entitled 
“The Surgical Treatment of Uretero-vaginal 
Fistula” appearing in the Journal of Urology in 
1939.1 It is most important that no tension be 
placed on the suture line. 


(3) Division and Ligation of the Proximal 
End.—A ureter may be divided, but its proximal 
end may also be ligated. If the ligature is secure 
the kidney may undergo atrophy. In fact this 


1. Ockerblad, N. F.; and Carlson, Hjalmar E.: The Surgical 
Treatment of Uretero-vaginal Fistula. J. Urol., 42:263, 1939. 
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is the procedure sometimes employed by sur- 
geons who recognize the fact that the ureter has 
been injured. On the other hand, the kidney may 
become hydronephrotic and infected and the pa- 
tient may present all the signs and symptoms 
of an infected hydronephrosis. Cystoscopic study 
together with attempted retrograde catheteriza- 
tion and intravenous pyelograms as well as the 
history and physical signs assist in a presumptive 
diagnosis. In still other instances the ligature 
may resolve after several weeks, and a fistula 
may develop. In either case, a ureterovesical re- 
implantation is the procedure of choice. 


(4) Ligation of the Ureter—A ureter may be 
simply ligated and not divided. Such a ligature 
in our experience has consisted of either catgut 
or silk. In an instance in which the ureter was 
ligated with No. 2 chromic catgut and the symp- 
toms of an infected hydronephrosis developed, 
the ureter was successfully catheterized on the 
second cystoscopy 21 days after operation. The 
ligature placed about the abdominal ureter could 
veritably be felt to give a distinct pop as it gave 
way. In another instance where silk was used 
in a uterine suspension making use of the sacro- 
uterine ligaments, preliminary nephrostomy was 
necessary followed by deligation and lysis of the 
ureter and repair over an indwelling ureteral 
catheter. Ureters which have not been divided 
will, if incised down to the mucosa, form a com- 
pletely new epithelial lined tube if splinted with 
a catheter. When a ureter is ligated in its lower 
centimeter a portion of the ligature may pass 
through the vaginal wall. Usually some 14 days 
later the stitch sloughs and a fistulous opening 
is produced so that the ureter drains directly into 
the vagina. This appears to have been the method 
of formation of a ureterovaginal fistula in our 
last four cases. 


Very rarely both ureters may be ligated and 
the patient becomes anuric. The condition should 
of course be relieved immediately. If the patient’s 
condition is good, deligation should be performed. 
If the patient’s condition is poor a ureterostomy 
or nephrostomy should be done. 


(5 and 6) Crushing of the Ureter or Stripping 
of the Ureter—The ureters may be crushed dur- 
ing an operative procedure by a hemostat. Fre- 
quently sufficient degeneration occurs so that a 
fistula is formed. A similar condition is said to 
develop following undue stripping of the ureter 
but the extensive blood supply to the ureter 
renders this injury highly improbable. 
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(7) Excision of the Ureter—When a disease 
process is extensive, a portion of the ureter may 
be removed either intentionally or accidentally. 
In a patient with a sarcoma of the uterus the 
ureter was removed up to within one centimeter 
of the renal pelvis. After the gynecologist had 
studied the specimen to determine which ureter 
was removed, I performed a nephrectomy. In 
another instance where a considerable length of 
ureter was removed, the ureter was anastomosed 
to the transverse colon. Reimplantation of the 
divided ureter into the bladder should of course 
be done when a sufficient length of ureter is 
available. For ureters which are too short to 
reimplant into the bladder, anastomosis to the 
ureter on the opposite side should be considered. 
Occasionally such a small portion of the ureter 
is removed that end-to-end anastomosis can be 
performed. 


INJURIES TO THE BLADDER 


(1) Simple Incision—The most common in- 


“jury to the bladder is simple incision during a 


laparotomy, and it occurs most commonly when 
the bladder is distended. It has been said that 
every obstetrical instrument should have a cath- 
eter tied to it. In laparotomy it would not be 
amiss to have a catheter tied at least to the first 
instrument used. Incisions in the bladder should 
be tightly closed using first a layer of interrupted 
chromic catgut, followed by a continuous layer 
of chromic catgut. A small drain should be 
inserted down to the area and a urethral reten- 
tion catheter inserted. Generally this can be 
safely removed in a week’s time. The bladder 
may occasionally be accidentally opened pos- 
ceriorly. Repair is made as in injuries in the 
dome of the bladder. 


(2) Resection of the Bladder.—In radical 
surgery of the pelvic viscera, colon or rectum, 
extension of a carcinoma may necessitate the 
partial resection of the bladder and frequently 
a large portion may require removal. Two-thirds 
of the bladder may be readily removed with little 
change in eventual function of the organ. A 
single layer of interrupted chromic catgut sutures 
is sufficient provided a cystotomy is performed. 


(3) Unrecognized Resection of the Bladder.— 
Occasionally the floor or posterior wall of the 
bladder is resected together with the vaginal 
wall, and a vesicovaginal fistula results. This 
most commonly occurs during a hysterectomy 
or following radium treatment of the genital canal 
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or from surgery on the cervix, vagina or bladder. 
When the condition follows surgery, the patient 
will complain of the passage of urine from the 
vagina. If the fistulous opening is sufficiently 
high on the posterior wall, a retention catheter 
may add some degree of comfort to the patient 
until the fistula can be repaired. 


It is generally advisable to wait for three 
months or more before repair is attempted in 
order to allow healing of the definitive surgery. 
If a carcinoma was removed, observation for re- 
currence should be made. If too long an interval 
ensues incrustation of the bladder and vagina 
with urinary salts may occur. These can be 
readily removed with irrigations and douches 
using 1 per cent acetic acid. The repair of a 
vesicovaginal fistula is tedious and the results 
are not often the best. Cases reported by a large 
medical center had previously been operated 
upon as many as ten times while some of their 
own reported cases had been operated upon as 
many as four times. Regarded in this light our 
own results have been most satisfactory. When 
a carcinoma is the underlying etiologic factor the 
results are uniformly poor. 


In the repair of a vesicovaginal fistula the 
approach may be vaginal, transvesical or trans- 
peritoneal. The vaginal approach with the pa- 
tient either in a lithotomy position or face down 
on the table is most commonly used. The urinary 
stream should always be diverted by using in- 
dwelling ureteral catheters as well as a plain, 
large soft urethral catheter. The edges of the 
fistula should be freshly pared, the vaginal wall 
separated from the bladder and the incision 
closed in two layers using chromic catgut in the 
bladder and either silk or silver wire in the 
vagina. A pack placed in the vagina will oblit- 
erate dead spaces. This is removed in 24 hours. 
The ureteral catheters are removed 5 days after 
operation and the urethral catheter on the tenth 
day. Ordinarily the patient is kept face down 
for three or four days after operation. If failure 
results one should wait at least three months 
before repair is again attempted. 


When the vaginal approach has failed or the 
fistula is high on the trigone or posterior wall 
we would recommend the transvesical approach 
as a most satisfactory operation. The require- 
ments are: long Allis forceps, long knife handles 
with hooked blades and long curved scissors. 
If the Allis forceps are applied to the intact 
bladder wall, the fistula can readily be brought 
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up without the necessity of vaginal packs. After 
the edges and flaps have been prepared the 
vagina is closed with both interrupted and con- 
tinuous chromic catgut suture and the bladder 
wall is closed in a similar manner. A large Foley 
catheter with a small bag and short tip is used 
for a suprapubic drain. Indwelling ureteral cath- 
eters may be used if desired. 


The transperitoneal approach with the inter- 
position of a piece of omentum may have some 
merit in some instances. In the case of very 
large fistulae with much loss of tissue or indura- 
tion of the margin the ureters may be trans- 
planted to the bowel. Where active carcinoma 
exists the suture of the labia may be a worth- 
while palliative procedure. 


(4) Injuries to the Pelvic Nerves.—tin radical 
surgery about the rectum and to a lesser extent 
on the female organs, some difficulty of urina- 
tion is frequently observed because of the inter- 
ference with nerve supply. It is sometimes nec- 
essary to use either a retention catheter or 
catheterize regularly for many weeks after opera- 
tion. It has been our experience that these pa- 
tients will all eventually be able to void in a 
fairly normal manner usually in a period of eight 
weeks, and without a resection of the vesical 
neck. Of course a few patients may have pros- 
tatism requiring specific treatment. In the trial 
period without a catheter, these patients with 
peripheral nerve injury have been definitely 
aided by the administration of mecholyl bromide. 


(5) Foreign Bodies.—In the operation for 
cystocele, frequently considerable bleeding occurs 
and control of this bleeding requires the use of 
many small gauze sponges. We have all seen 
these saturated sponges removed and it is sur- 
prising that more of them have not been left in 
situ. On two occasions we have removed sponges 
from the interior of the bladder, fortunately in 
both instances through the urethra without dam- 
age to the sphincter so that open operation was 
not necessary. 


INJURIES TO THE URETHRA 


Injuries to the urethra during surgery of the 
female genitalia are not common and are readily 
repaired, while injuries to the male urethra may 
occur during the opening of a suspected rectal 
abscess which may in reality be a periurethral 
abscess. Healing occurs spontaneously provided 
no stricture of the urethra is present. 
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SUMMARY 


(1) Injury to the urinary tract is always a 
possibility during extensive abdominal or pelvic 
surgery. The discomfort to the individual follow- 
ing an injury to the urinary tract is frequently 
considerable and urologic consultation is re- 
quested. 


(2) Injuries to the kidneys, ureters, bladder 
and urethra are discussed in detail and the man- 
agement of each, either when recognized at 
operation or discovered late. 


(3) The successful management of an indi- 
vidual with damage to the urinary tract will 
result in a most grateful patient and a sense of 
joy in the accomplishment to the urologic 
surgeon. 


DISCUSSION (Abstract) 


Dr. Bruno Barelare, Birmingham, Ala—lIn the last 
few years I have had the opportunity of seeing a 
number of cases in which surgical and gynecologic in- 
juries to the urinary tract have occurred. 


Among these cases there were six vesico-vaginal 
fistulas. Five of these occurred following hysterectomies, 
the other following resection of an ovarian tumor (der- 
moid). The latter case was repaired transvesically with 
cure. Another of the post-hysterectomy cases was re- 
paired in the same manner but the repair was unsuc- 
cessful. A repeat procedure was carried out and cure 
obtained. Another post-hysterectomy case with a vesico- 
vaginal fistula of 2 years’ duration had had an unsuc- 
cessful transvesical repair elsewhere and was referred for 
secondary repair. On cystoscopy a calcific mass was 
seen in the bladder apparently covering the fistulous 
area. She was prepared for transurethral litholopaxy 
and when it was attempted to crush the stone it was 
found to be a surgical sponge. It was removed through 
the urethra without difficulty. No attempt was made to 
repair the fistula at this time and the patient was 
advised to wait until later for this repair. Another post- 
hysterectomy case is now being prepared for repair of 
the fistula and is just 6 months postoperative which I 
consider the shortest waiting period following the orig- 
inal operation. Another of the post-hysterectomy cases 
occurred in the niece of one of our local physicians. 
This woman had had a panhysterectomy for cancer, 
along with radium and roentgen ray therapy. She had 
a markedly contracted bladder on cystoscopy and be- 
cause of this it was found impossible to expose the 
fistula transvesically. The bladder felt as thick and hard 
as a golf ball and the bladder lumen was identified only 
after a catheter had been passed into the bladder 
through the urethra. At the same sitting an attempt 
was then made to close the defect vaginally but this did 
not heal. She refused uretero-intestinal anastomosis. 
The other case had a large fistula with obvious car- 
cinoma all over the bladder and the pelvis was frozen. 
No surgery was recommended. 


SOUTHERN MEDICAL JOURNAL 





August 1951 


Dr. Carlson says that ordinarily the patient is kept 
face down for 3 or 4 days after the operation. If the 
transvesical repair is employed (and it is the approach 
in my opinion) it is helpful from the point of view of 
healing, to keep the patient face down for at least the 
first week in the postoperative period. We have ac- 
complished this most satisfactorily with the use of a 
modified Bradford frame. If a frame is not available a 
mattress with a central hole is helpful and avoids pres- 
sure on the suprapubic tube. 


In 2 cases of uretero-vaginal fistula which I have 
operated upon in the past 3 months, I have had to do 
nephro-ureterectomies because of the loss of a consider- 
able portion of the ureter in the scar tissue resulting 
from the previous pelvic operation. Reimplantation was 
considered in both instances but was deemed unwise 
because of the obvious tension which would result. 
(Fortunately both of these cases had normal upper 
urinary tracts on the non-injured side). I have not yet 
used the bladder flap method described by Drs. Carlson 
and Ockerblad. 


Dr. Howard W. Jones, Jr., Baltimore, Md—Dr. 
Carlson mentioned that the incidence of ureteral dam- 
age following hysterectomy was probably less than 4 
per cent and this is certainly true in cases that have 
not received irradiation. However, it might be worth 
emphasizing that in cases that have been irradiated the 
incidence of postoperative ureteral fistula is consider- 
ably higher. Dr. Brunschwig of the Memorial Hospital 
in New York recently told me that their incidence of 
ureteral damage was in excess of 33 per cent in patients 
who had been previously irradiated. Our experience is 
similar except that the incidence of damage is closer 
to 50 per cent. In most of these cases we have resorted 
to transplantation into the bowel. This ureteral damage 
is encountered even when one is careful not to strip 
the peritoneum or damage the circulation of the ureter. 


I would like to comment on the Latzko technic for 
the repair of vesicovaginal fistula which we have used in 
our clinic. To date there has not been a single failure 
using this technic although one case had to be operated 
upon a second time. It has been a number of years 
since the transvesica! technic has been used. 


Dr. Rudolph Bell, Thomasville, Ga—I wish to ask 
Dr. Carlson if he made an inspection of the upper 
urinary tract, and in what condition he found the 
ligated kidney. 


Dr. Robert F. Sharp, New Orleans, La—The late Dr. 
Crabtree, in relating to me his method of anastomosing 
ureters which had been inadvertently divided during 
gynecologic surgery, expressed a preference for the use 
of the T-tube. The T-part of the tube was not allowed 
to come out at the point of anastomosis but through 
an incision in the ureter proximal to the anastomosis. 


I had an opportunity to employ this method on 
one occasion with excellent results. 


Dr. Carlson (closing)—We have not used the T-tube, 
but rather prefer soft straight catheters brought out 
through a stab wound in the ureter. 


A question has been raised regarding the condition of 
the opposite kidney in the case presented where the 
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ureter had been ligated with 20-day chromic catgut. 
Retrograde pyelograms were made and showed a rather 
unusual condition. There was of course hydronephrosis 
present on the side that had been ligated but the kidney 
on the opposite side appeared to be polycystic. Such 
cases are certainly rare and this is the first such case 
that I have seen. 





SURVEY OF RAGWEED POLLINATION 
IN MARYLAND FOR 1949* 


By JEROME SHERMAN, M.D. 
and 
Lestig N. Gay, M.D. 
Baltimore, Maryland 


Pollen counts in Baltimore were reported by 
Acquarone and Gay! in 1929, by Patterson and 
Gay? in 1930, and by Bubert and Rosenberg in 
1937,3 1938,4 1939,5 1940,6 and 1947.7 How- 
ever, comparative pollen counts in Maryland had 
not been attempted until 1949. 


In the present study, pollen counts were made 
daily during the ragweed pollination season 
(August 10 to September 30) in Baltimore, 
Annapolis, Perry Point, and Frederick. This 
study was undertaken (1) to determine the rela- 
tive ragweed pollen concentration which prevails 
in different areas of the state and (2) to deter- 
mine whether the pollen count in Baltimore, the 
only city in Maryland previously studied, is 
representative of the state. 


Technic.—The technics employed in prepar- 
ing, exposing, staining, and counting pollen slides 
in this survey were those recommended by the 
Pollen Survey Committee of the American Acad- 
emy of Allergy. The device designed by Dur- 
ham? was employed for exposing all slides. 


“Essentially it consists of two polished, stainless steel 
nine-inch disks set horizontally three inches apart and 
held with three struts. One inch above the center of 
the lower plane is a slide holder into which the slide 
fits snugly. The supporting rod of the apparatus, thirty 
inches long, rises from a tripod base equipped with holes 
so that the base may be screwed to a solid platform.’ 


In Baltimore City, counts were made by using 
an old shelter which has been in use at the Johns 
Hopkins Hospital for many years. The latter, 





*Received for publication November 22, 1950. 
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Hopkins Hospital, Baltimore, Maryland. 
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constructed of sheet metal, consists of a small 
flat base covered by a semicircular roof com- 
pletely open at both ends and partially open at 
both sides. The exposed slide is so set in the 
center of the base that it is held firmly in place. 


Glass slides, frosted at one end, were exposed daily 
at 9:00 a.m. for twenty-four hours. They had been 
rubbed with a drop of a mixture containing seventy- 
five per cent U.S.P. petrolatum and twenty-five per 
cent U.S.P. mineral oil. The film was made as thin and 
smooth as possible. To prevent contamination, all slides, 
except those being exposed in the shelters or being 
counted, were stored in tightly covered slide-boxes. To 
facilitate identification of the pollen granules, two or 
three drops of Calberla’s stain* were used on the exposed 
slide. This stained the pollen grains a deep red. A cover 
slip 2.2 centimeters square was then placed on the slide. 
All the grains under the cover slip (4.84 sq. cm.) were 
counted under the low power of a microscope equipped 
with a mechanical stage. Whenever there was difficulty 
in identifying pollen grains under low power, the high 
dry objective was employed. By dividing the number 
of pollen grains under the cover slip by 4.84, the number 
of granules per square centimeter of slide was computed. 
All figures in this report represent the number of rag- 
weed granules per square centimeter of slide during a 
twenty-four hour exposure. To convert these figures to 
pollen grains per cubic yard of air, the count per square 
centimeter was multiplied by 3.6.9 This factor applied 
only to counts for pollen collected on slides exposed in 
the Durham shelter. A total of two hundred six slides 
were counted. By frequently repeated checks on each 
slide, the margin of personal error was reduced to a 
minimum. 


Location of Exposure Stations. — Four loca- 
tions forming a rough circle with Baltimore City 
as its center were selected. Exposure stations 
were set up in Baltimore, in Perry Point to the 
northeast, in Frederick to the northwest, and in 
Annapolis to the south. Each of the three per- 
ipheral stations is within a fifty-mile radius of 
Baltimore. 

Exposures were made on roof tops of build- 
ings, selected because they were the tallest in the 
vicinity and also were not flanked by any struc- 
ture. The Durham shelter was always placed at 
least three feet higher than any surrounding 
parapet or other obstruction. 


The exposure sites were as follows: 


Baltimore City, a five-story apartment building 

Perry Point, U. S. Veterans Administration Hospital 

Frederick, U. S. Weather Bureau tower 

Annapolis, Weather Observation tower, U. S. Naval 
Air Station 


At each station, reliable personnel was avail- 





*Calberla’s stain: 5 cc. of glycerin; 10 cc. of 95 per cent 
alcohol; 15 cc. of distilled water; 2 drops of saturated aqueous 
solution of fuchsin. 
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able to take care of the shelter and to change the 
exposed slides every day, including holidays and 
week ends. 

In Baltimore City daily slide exposures were 
also made with the “old shelter,” so that com- 
parison between the counts obtained by the two 
types of instrument could be made. 


Results.—The daily pollen counts for each lo- 
cality are presented in the graphs. The figures 
represent the number of ragweed pollen granules 
per square centimeter of slide exposed for a 
twenty-four hour period. Circles represent days 
on which pollen counts were inconclusive because 
rain had partially washed out slides. The chart 
(Fig. 5) showing the blocks represents the 1949 
seasonal total for each locality. These four totals 
were obtained by adding the daily counts at each 
station during the same period of time. 


Baltimore.—The first traces of ragweed pollen 
appeared in Baltimore (Fig. 1) on August 11. 
Daily counts were negligible until a count of six- 
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teen was obtained on August 19. The count 
gradually dropped for the next several days, but 
it gradually rose again until a count of seventy- 
one was reached on August 27. On the following 
day there was a storm with strong winds and 
heavy rain, and a count of eighty-three was ob- 
tained, the highest Baltimore count for August. 
Undoubtedly, the count on August 28 would have 
been considerably higher if the slide had not been 
partially washed out by a driving rain. Lower 
counts were obtained for the next three days, but 
on September 1 a peak of one hundred eighteen 
was reached, the highest Baltimore count of the 
season. On the next day (September 2) there 
was a precipitous drop to thirty-seven. The 
counts were moderate for the next week; then, 
rose to one hundred eleven on September 9. 
Thereafter, the counts remained relatively low 
until only traces of pollen were found in the air 
after September 20. The total seasonal pollen 
count for Baltimore was nine hundred twenty- 
three. 
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Annapolis —The pollen counts in Annapolis 
(Fig. 2) were the lowest of the four localities 
studied. There were only traces of pollen in the 
air from August 10 to 28. On the following day 
(August 29) occurred a peak of ninety, the 
highest Annapolis count of the season. Within 
the next two days, a precipitous drop in pollen 
concentration took place. On September 1, a 
second elevation, a count of eighty, occurred. 
Thereafter, the counts were low except two slight 
elevations, counts of thirty-eight and forty-five 
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on September 8 and 9, respectively. The last 
trace of pollen was found on September 23. The 
total seasonal pollen count for Annapolis was 
five hundred seventy, slightly less than two- 
thirds of that for Baltimore. 


Perry Point.—Throughout the season, ragweed 
pollen counts in Perry Point (Fig. 3) were usu- 
ally found to be higher than those in Baltimore. 
The first traces of pollen appeared on August 12. 
Counts were low during the third week of August 
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except for a moderate elevation, a count of thirty- 
five, on August 19. During the fourth week of 
August, counts gradually rose until on August 29 
a peak of one hundred twenty-nine was obtained, 
the highest Perry Point count of the season. On 
the following day the count was one hundred 
ten; on September 1 it was eighty-six. Heavy 
concentrations of pollen continued during the 
first two weeks of September. Counts of ninety, 
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of ninety-nine, of one hundred one, and of eighty- 
six were found on September 5, 6, 8, and 9 re- 
spectively; counts of eighty-seven and ninety- 
seven were obtained on September 14 and 15, 
respectively. The daily counts then fell grad- 
ually until only traces of pollen were found 
during the last week of September. The total 
seasonal pollen count for Perry Point was one 
thousand five hundred eighty-four. This is al- 
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most one and three-fourths times that of Balti- 
more. 


Frederick —The pollen counts in Frederick 
(Fig. 4) were the highest obtained in this study. 
A pollen count of twelve was found on August 
12. The counts gradually rose until a count of 
two hundred was obtained on August 27. The 
count on both August 29 and August 31 was 
two hundred five. The peak of three hundred 
thirty-seven was reached on September 1. This 
was the highest count obtained in the survey. 
Relatively high counts continued throughout the 
first two weeks of September, one hundred two 
on September 5 and eighty-five on September 9. 
During the third week, pollen concentration of 
the air gradually decreased until only traces of 
pollen were found during the fourth week of 
September. The total seasonal pollen count for 
Frederick was two thousand one hundred forty- 
four. This is more than twice that of Baltimore. 


Comparison of Ragweed Pollen Counts Ob- 
tained with the New Durham Shelter and with 
the Old Shelter (1949).—In Baltimore City the 
daily ragweed pollen counts obtained with the 
“old shelter” compared rather closely with those 
obtained with the new Durham shelter (Fig. 6). 
For the season the total pollen count with the 
old shelter was 1,053, which is 13 per cent higher 
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than the total count of 923 with the Durham 
shelter. 


Comparison of Ragweed Pollen Counts in 
Baltimore City (Seasons of 1948 and 1949), 
Old Shelter—The total ragweed pollen count in 
Baltimore City for the season of 1948 was 3,317. 
It is evident (Fig. 7) that the 1949 total seasonal 
count of 1,053 is only 31 per cent of the 1948 
count. 


DISCUSSION 


It is obvious from the total seasonal pollen 
counts (Fig. 5) that the heaviest concentrations 
of ragweed pollen occurred in Frederick, the 
lightest in Annapolis, with Perry Point and Balti- 
more between. 

Ragweed pollen is light, buoyant, and wind- 
borne. Winds blowing from a body of water 
obviously do not carry any pollen. Frederick is 
surrounded by land, mostly broad open fields. 
There are neither bordering nor neighboring 
bodies of water. In contradistinction, Baltimore, 
Perry Point, and Annapolis are situated on the 
Chesapeake Bay. Therefore, it is not surprising 
that the highest pollen counts were found in 
Frederick. At Annapolis, the prevailing wind 
frequently comes from the bay, a circumstance 
explaining the relatively low counts in this lo- 
cality. 
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It is interesting to note that although the 
height of the counts varied, the trend in the four 
localities was similar. On August 19, there was 
a slight elevation in Baltimore and Perry Point, 
the counts reaching sixteen and thirty-five, re- 
spectively, but this elevation was missing in 
Frederick and Annapolis. On August 28-29, 
there occurred a general elevation. The highest 
count, two hundred five, was in Frederick. The 
counts in Baltimore, Annapolis, and Perry Point 
were eighty-three, ninety, and one hundred 
twenty-nine, respectively. On September 1, the 
second general elevation occurred. Frederick 
again had the highest count, three hundred thirty- 
seven. The counts in Annapolis, Perry Point, 
and Baltimore were eighty, eighty-five and one 
hundred eighteen, respectively. On September 
8-9, occurred a moderate elevation. The counts 
in Baltimore, Perry Point, Frederick, and An- 
napolis were one hundred eleven, one hundred 
one, eighty-five, and forty-four, respectively. On 
September 18-19, there was a minor elevation. 
Thereafter, the pollen concentration of the air 
continued to decrease rapidly until the count be- 
came negligible. 

Comparison of the daily pollen counts made 
with the new and with the old shelters in Balti- 
more indicates that the counts are similar. The 
ratio between the seasonal totals determined from 
the two instruments is negligible. 

The ragweed pollen season in Baltimore City 
in 1949 was light. The total seasonal count was 
only 31 per cent of that of 1948. 


CONCLUSION 


It is evident that the ragweed pollen count in 
Baltimore City is not representative of the count 
in Maryland. Compared with Baltimore City, 
the counts are: Annapolis, almost two-thirds as 
high; Perry Point, almost one and three-fourths 
times as high; Frederick, more than twice as 
high. 


SUMMARY 


(1) A comparative ragweed survey, employ- 
ing the standard technic outlined by the pollen 
Survey Committee of the American Academy of 
Allergy, was conducted in Maryland with daily 
slide exposures made in Baltimore, in Annapolis, 
in Perry Point, and in Frederick. 

(2) High counts occurred at all stations on 
August 28-29, on September 1, on September 
8-9, and on September 18-19. 
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(3) The counts in Annapolis were almost two- 
thirds, in Perry Point almost one and three- 
fourths times, and in Frederick more than twice 
as high as the count in Baltimore. 


(4) The ragweed pollen counts in 1949 were 
31 per cent of those in 1948 (Baltimore City). 


(5) A comparison (Baltimore, 1949) of counts 
obtained with the old and with the new shelters 
showed them to be similar. 
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MENIERE’S SYMPTOM COMPLEX: ITS 
IMPORTANCE TODAY* 


By G. B. Trisie, M.D., F.1.C.S., F.A.C.S. 
Washington, D. C. 


There seems to be no better way to begin the 
discussion of this problem than to quote from the 
monumental work of Bast and Anson, recently 
published, “‘The Temporal Bone and the Ear.” 


“Of all the organs of sense perception, the ear is the 
best protected, the most delicate, structurally the most 
complicated, and functionally the least understood.” 


When it is recalled that about all we know 
about hearing is that sound waves reach the 
organ of Corti, and nerve impulses caused by 
the stimulation are carried to the brain. By 
exactly what pathway is not altogether agreed 
upon, but the sensation of hearing results. Even 
the functional value of the round window is un- 
certain, and but few of us are physicists enough 
to evaluate Helmholz’s theory of hearing in rela- 
tion to other theories. With this background, 





*Read in Section on Ophthalmology and Otolaryngology, South- 
ern Medical Association, Forty-Fourth Annual Meeting, St. Louis, 
Missouri, November 13-16, 1950. 
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one can readily understand the lack of uni- 
formity in classification and the confusion in 
ideas as to the etiology and treatment of that 
group of clinical and subclinical conditions, char- 
acterized by vertigo, deafness, and tinnitus, due 
primarily to disease of the labyrinth, and not the 
brain. 


In about 150 replies from a questionnaire, 
which some of you received, it seems to be the 
prevailing opinion that the term Meniere’s symp- 
tom complex, Meniere’s disease or whatever gen- 
eral designation, should be broken down into the 
classical Meniere, and then the conditions show- 
ing those symptoms which have been generally 
grouped in that category but are not definitely 
cases of hydrops or ectasia of the labyrinth. 
When it is recalled that historically Meniere’s 
original case was probably the terminal stage of 
a leukemia, with a labyrinth involvement, many 
of us have seen similar ones, with not only 
vertigo and deafness, but blindness as well, it 
is evident that many conditions can affect the 
labyrinth. 


The general trend of 70 per cent of the replies 
expressed the feeling that many more cases 
appear now presenting clinical symptoms of 
vestibular disturbances. The reasons suggested 
and treatments advocated will be taken up in 
detail. Only four or five men noted a decrease; 
a few more noted no change. The schools of 
thought were generally, as regards etiology: the 
neurovascular group, including the autonomic 
nervous system, the largest, the virus group, and 
the histamine-allergy group, combinations of 
those factors and isolated opinions. The treat- 
ments logically followed the school of thought 
and rightly can be divided into medical and 
surgical. 


Among the services, the Surgeon General’s 
office of the Navy reported a possible slight in- 
crease but pointed out that the ages involved 
would tend to keep the percentage low. However 
from the office of the Physician of the Congress, 
where ages would average higher, no increase was 
noted. Reports from Walter Reed would indicate 
a slight increase. From certain teaching centers, 
the increase was traced to increased study and 
the habit of referring cases from clinics for con- 
sultation. Certain of our confreres who were 
devoting particular attention to the subject re- 
ported an increase. In general, an augmentation 
of study and effort, the prevailing knowledge that 
many symptoms considered as gastro-intestinal, 
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purely vascular or dismissed as psychosomatic if 
not psychoneurotic, would tend to produce an 
increase. 


So far as the one answering the triad, deafness, 
vertigo, and tinnitus with a probable hydrops or 
ectasia, Day feels that 50 per cent of cases re- 
ferred do not meet that dictum, and Lederer that 
not over 10 per cent meet it. 


The problem then is: just where do these 
clinical cases fall, and is a hydrops or ectasia the 
sine qua non of Meniere’s? Nager has found 
cases with no hydrops and Herberts in Sweden, 
in studies on anaphylactic shock in guinea pigs, 
has gotten the usual labyrinthine symptoms with 
no labyrinth and no cerebellum and attributed 
the reactions to the pons and medulla. Among 
the very interesting replies, reprints, and reports 
is that of Professor Arslan of Padova, Italy, who 
expressed our difficulty, “the inexactness and 
incompleteness of our clinical knowledge.” This 
we can all agree upon. 


Etiology.—Nylen of Upsala takes up Meniere’s 
from the standpoint of a peripheral etiology, gives 
disturbances in the circulation, secretion, and 
metabolism of salts, vitamins, hormones, fluids 
and protein. He quotes Mygind, Dederding and 
many earlier investigators, as well as later ones 
(Brunner, Hallpike, Cairns, Vernets and others) 
that hydrops may be the result of an attack and 
not the cause, and that there may be a central 
mechanism. Nager from his findings of no laby- 
rinthine ectasia feels that there may be a special 
group. Referring to the Italian school again, 
there is no change in protein metabolism during 
a crisis of Meniere’s and administering sodium 
never produces a crisis. Further, in nephritis 
with edema and sodium retention, Meniere’s syn- 
drome does not seem to be present. This is 
simply to show our confused thought on the 
sodium and protein question. The anomalies of 
arterial formation are noted as becoming a factor, 
particularly with the sclerotic changes of middle 
and advanced life. Hypertension in the posterior 
cerebral circulation was suggested as a contribut- 
ing factor. An interesting reply is that of Fowler, 
Jr., who mentions the sludge. Kopetzky feels 
that a reversal of biochemical processes in cases 
of cochlear or vestibular dysfunctions is possible 
by diet and treatment. Brunner feels the etiology 
is not known, and that an analysis of the reported 
findings raises questions which have not been 
answered. Madelain Brown quoted family his- 
tories to support heredity as an etiologic factor, 
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and feels that Meniere’s is related to migraine 
and that the symptoms of deafness and tinnitus 
result from stretching of Reissner’s membrane, 
while vertigo is complained of if the membrane 
and lining of the saccule and utricle are involved. 
Day feels the etiology is as yet unknown, but 
thinks evidence is accumulating that it is an 
autonomic dysfunction or intrinsic allergy, while 
Williams tends to the belief that it is a type of 
allergy involving the loops of the stria vascularis. 
Dandy as of 1938, thought the cause was in the 
auditory nerve. An interesting reply stressed the 
change in food production, chemical fertilizer, 
and deficiency of our foods in certain essential 
elements. An unusually large group considered 
a virus etiology possible. Especially interesting 
was a reply from a clinic in Honolulu that the 
increase in patients presenting Meniere’s symp- 
tom complex was synchronous in many physi- 
cians’ offices. It has been suggested that the 
widespread use of antibiotics is a factor. Strep- 
tomycin has a definite effect, while the other 
antibiotics have, fortunately, less action, but 
theirs is not negligible. Crowe, in 1938, felt that 
Meniere’s syndrome was a disorder of the normal 
static pressure and of the chemical constituents 
of the endolymph. Wright, about that same 
period, felt it was a bacterial intoxication and 
Kobrak considers it vascular in origin. Shelden 
and Horton considered the theory of increased 
permeability of the capillaries and resultant laby- 
rinthine hydrops, possibly vascular in origin. 
Among our correspondents, seven tended to a 
virus etiology, ten to allergy, eleven to toxicity, 
including toxemia from throat, sinuses and un- 
determined infections. One considered trauma 
as a possibility. A number considered drugs, 
tobacco and alcohol. Six considered vitamin de- 
ficiencies to be the paramount cause and the 
great exponent of this theory is Miles Atkinson 
who has done a great deal of work along this 
line. The neurocirculatory changes were con- 
sidered paramount by twelve and other replies 
either expressed doubt, uncertainty or a com- 
bination of those groups. One reply suggested a 
spasm or a thrombus of the vestibular branch 
of the auditory artery sometimes associated with 
a thrombus of the cochlear branch. Another 
viewpoint was that Costen’s mandibular syn- 
drome would account for some cases. It can 
readily be seen that there is no universally ac- 
cepted theory of etiology held either here or 
abroad and this will lead to the conclusion that 
we are dealing with many different symptoms 
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and pathologic patterns which have been grouped 
under the heading of Meniere’s symptom com- 
plex. 


In the days of Politzer, the distinction in types 
was not marked, and he applied the term to the 
apoplectic or hemorrhagic forms. Furstenberg 
and Lathrop feel that sodium ion retention pro- 
duces circulatory changes or there may be un- 
usual sensitivity to sodium ions. Spiegel con- 
siders the complicated effects of the autonomic 
nervous system on the internal auditory artery, 
eighth nerve nuclei, vasospasm, variation in the 
blood pressure affecting finally the endolymph. 
The autonomic nervous system is contained in 
the splanchnic and vagi, and the center is close 
to the vestibular nuclei in the brain stem. This 
is mentioned in detail, for a reply from a western 
Naval hospital reported that a hypertensive with 
Meniere’s syndrome, after a splanchnicectomy, 
was free from his ear symptoms. The surgical 
work of Garnett Passe, to be taken up later, 
falls in this pattern. 


Diagnosis.—Brunner brings out that Meniere’s 
may involve an entirely normal ear prior to its 
onset, or attack an ear which has had previous 
pathologic changes, so that diagnosis must be 
of the individual case. Attacks consist of a sud- 
den spell of vertigo, sudden diminution of hear- 
ing and tinnitus and Brunner does not consider 
attacks depending upon certain positions of the 
head as true Meniere’s. He feels, like Thornval, 
that a genuine Meniere’s attack is associated with 
nystagmus of the rotatory type with direction 
toward the involved ear. He accepts Meniere’s 
equivalent, headache or gastro-intestinal symp- 
toms instead of vertigo, but with nystagmus. 
Day feels the diagnosis rarely difficult if one 
keeps in mind the pathology. The symptoms 
correspond to what is to be expected with fluid 
pressure against the end organs in the labyrinth. 
Deafness is a uniform loss with decreased bone 
conduction, displacusis and severe recruitment, 
associated with this a low pitched roaring or 
humming tinnitus. Vertigo, he considers due to 
the discoordination of the sensory response of 
the two opposing vestibular mechanisms. Deaf- 
ness and vertigo may not appear together and he 
has made very interesting tables from 220 cases. 
Deafness, with no vertigo, occurred in 45, with 
vertigo as the first symptom in 175. He feels 
the chief difficulty is the distinction between 
toxic labyrinthitis with perceptive deafness, tin- 
nitus and varying degrees of vertigo. Lempert 
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feels that Meniere’s is diagnosable only through 
the process of exclusion. He describes the dis- 
ease as characterized by repeated sudden attacks 
of vertigo, with spontaneous nystagmus. These 
attacks are accompanied by tinnitus and a loss 
of perception hearing. Lindsay classes the vertigo 
as a sense of movement, either of the environ- 
ment or of the subject, usually of the rotatory 
type, but it may be linear. It is accompanied 
by nystagmus and in severe cases, by nausea 
and vomiting. 


Treatment—As to medical treatment there 
was a rather general empirical acceptance of salt 
deprivation, substitution of ammonium salts, or 
potassium chloride, with a view of avoiding fluid 
retention. Dramamine was used by the physician 
to the Congress with about a fifty-fifty report of 
improvement. 


Miles Atkinson is the advocate of vitamins, 
carefully supervised and selected, depending upon 
the response to a standard dose of histamine 
diphosphate, administered intradermally under 
standard conditions. His work has been most 
painstaking and is too complicated to go into 
in detail. 


The histaminic advocates have various tech- 
nics, and a quite appreciable number among 
those replying were users of that therapy, and 
in the Congress in London last year, it was 
frequently the treatment of choice. 


The use of laxatives, sedatives and diet is 
common practice but a reply from an otologist 
in a Southern resort city seems to exemplify the 
present usage. This reply, from a sufferer him- 
self, stated that most of his patients were re- 
ferred, and each came with a pet treatment, 
which he endeavored to carry out. 


In London last year, a British physician said 
that he had tried various medical treatment 
in parallel cases, and no treatment, with but little 
difference in the morbidity or tendency to re- 
currence. If this be true, it illustrates our situa- 
tion, but should only stimulate research and not 
stultify it. In the meantime, there is a psycho- 
somatic situation to be met. 


Treatment. — Of surgical treatment, electro- 
coagulation by Day’s technic was the most uni- 
formly accepted in the replies received and is 
used in a modified form by Nylen in Sweden. 
A similar procedure was reported by one of our 
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confreres, using a type of dental broche instead 
of electrocoagulation. 


In England, destruction of the ampullar end 
of the lateral canal, and removal of a portion 
of the membranous canal is done, but alcohol 
injection through a fenestrum seems to be the 
most common procedure. Wright’s method of 
alcohol injection was not mentioned in the replies, 
but Ersner had an apparent modification which 
in his hands has been efficient. Garnett Passe 
advocates injection or removal of the stellate 
ganglion, sometimes with resection of the verte- 
bral artery. This seems to follow the idea of 
Spiegel mentioned above, and with the populari- 
zation of the stellate ganglion procedure in 
apoplexy, this must be given consideration. 


Because of the frequent continuation of tin- 
nitus, even after operative procedures, Lempert 
has reported a simple destruction of both the 
round and the oval windows, and both Lempert 
and Rosen have operated upon the tympanic 
plexus to alleviate this complication. 


At the University of Virginia, the nerve sec- 
tion of Dandy is carried out, but in general this 
operation is not frequently done. It is interesting 
to note the end result of no operation. About 25 
years ago, two patients were referred to Dr. 
Dandy and section of the nerve was advised, 
but they did not consent. One has since moved 
to New York, but is seen from time to time over 
the years, and the other is seen frequently. Both 
are quite deaf, use hearing aids, and complain 
of tinnitus, but the vertigo has been much 
ameliorated. 


CONCLUSIONS 


(1) There is an appreciable increase in cases 
of this condition. 


(2) There are various types of labyrinthine 
involvement, giving Meniere’s triad, deafness, 
tinnitus and vertigo. 

(3) Medical treatment is conflicting in theory 
and practice and is used empirically, but gives 
palliative relief. 

(4) Etiologic factors are not clearly defined. 

(5) Surgical treatment in the hands of those 
specializing in that field has given good results 
in true hydrops or ectasias. 

(6) Much further study is needed to clarify 
this increasingly important otologic condition. 
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MUSCLE DISTURBANCES AND BLOOD 
POTASSIUM 


Various clinical conditions are known in which 
plasma potassium is low. A particular electro- 
cardiogram is accepted as an indication of potas- 
sium deficiency and treated by administration of 
potassium salts. Potassium variations in adrenal 
cortical disease have been considerably studied. 
This element is exceedingly toxic in certain ad- 
renal deficient states. The potassium level is to 
some extent an indication of muscle function. 
According to New York workers,! its level is 
affected by very slight muscular activity, such as 
clenching the fists several times before a blood 
specimen is taken, a practice often recommended 
by technicians about to draw blood for analysis. 

Chicago workers’ report that serum potassium 
was lowered in three cases of bulbar poliomyelitis. 





1. Farber, S. J.; Pellegrino, E. D.; Conant, N. J.; and Earle, 
D. P.: Observations on Plasma K Level of Man. Amer. J. Med. 
Sci., 221:678 (June) 1951. 

2. Lans, Hyman S.; Stein, Irving F., Jr.; Becker, R. J.; and 
Hoyne, A. L.: Potassium Deficiency in Bulbar Poliomyelitis. 
J.A.M.A., 146:1017 (July 14) 1951. 
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This occurred with the development of respiratory 
difficulties and the clinical symptoms were 
benefited after intravenous injection of potassium 
chloride. Paralytic symptoms improved and the 
patients eventually were out of danger as the 
potassium level returned to normal. 

When a definite rise or fall of one of the blood 
chemical constituents can be detected, the diag- 
nostician of course usually feels upon a sound 
scientific footing. The change is apt to produce a 
marked clinical syndrome, such as that of diabetic 
coma, hypoglycemic convulsions, tetany, nitrogen 
retention, and so on. New methods of deter- 
mining the blood potassium level bid fair to con- 
tribute in opening up new clinical realms. The 
method recently popular because of its increased 
simplicity involves the use of the flame photo- 
meter. 

Potassium and phosphorus are intimately and 
probably quantitatively concerned in carbohy- 
drate metabolism. The administration of glucose 
reduces plasma potassium and inorganic phos- 
phate of normal persons, but not of diabetics. 
In the diabetic patient, potassium and phos- 
phorus fall after insulin is administered just as 
does the blood glucose level.! Stimulation of their 
reduction by insulin administration may be as 
important physiologically as insulin’s effect upon 
the blood sugar, and should be particularly 
worthy of investigation in insulin resistant dia- 
betics. 

Studies upon blood potassium should not be 
done unless a very accurate technic is used. There 
is still disagreement as to potassium normals. 
In a current clinical paper from New York'!, the 
plasma potassium normal range is given as 3.7 
to 5.3 mille equivalents of plasma per liter; in 
one from Chicago? the normal employed for 
serum potassium is 4.2 to 5.8. 

The New York workers note that the large 
potassium content of the blood erythrocytes is 
a confusing factor, since potassium of red cells 
tends to diffuse rapidly into the plasma as soon 
as blood is drawn. They recommend that the 
blood specimen be centrifuged and the red cells 
separated within fifteen minutes after collection. 
The fact that one group of clinical workers em- 
ployed plasma! for determinations and the other 
serum?’ (clotted whole blood), perhaps makes the 
difference in the above “normal” values. The 
matter of intracellular and extracellular potas- 
sium is an important point in any consideration 
of potassium control and means of its mobiliza- 
tion in the blood stream. 
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The best studied and longest studied blood 
chemical constituents have been of course those 
which readily produce an insoluble salt by which 
they may be separated from other substances 
in the circulation. Because most of the salts of 
potassium are exceedingly soluble, convenient 
methods of separating them in biological fluids 
have been slow to develop. The element is worthy 
of extensive laboratory and clinical study, and 
since it may by various means be raised or 
lowered, further knowledge should prove thera- 
veutically very fruitful. 





RESISTANCE AND THE ENDOCRINES 


Many attempts have been made to increase 
resistance to disease and to learn the effects of 
endocrine glands upon the course of infection. 
Differences in age susceptibility to bacteria are 
recognized. Many of the virulent pathogenic bac- 
teria which attack human beings are particularly 
active against the young of the species. The 
so-called children’s diseases one thinks of first. 

New York investigators! report that older in- 
dividuals of a certain strain of mice resist in- 
fluenza virus better than young. They attempted 
to learn whether sex hormones, anterior pituitary 
or adrenal hormones affected the course of the 
infection. 

Testosterone and anterior pituitary growth hor- 
mone they call the anabolic or protein building 
hormones. These stimulate nitrogen retention, 
tend to build the organism, increase tissue fluids 
and size. ACTH and cortisone they call the 
catabolic hormones. These bring about discharge 
or utilization of nutrient materials, and loss of 
nitrogen. 


Treatment with the anabolic hormones, either 
anterior pituitary growth hormone or testos- 
terone, in the early period of infection with in- 
fluenza virus, increased the rate of viral growth 
in the lungs. Treatment with the catabolic hor- 
mones, ACTH and cortisone, resulted in slower 
multiplication in the early stages of the infection. 
There was no difference in the death rates in the 
treated groups, or in the extent of lung involve- 
ment demonstrated at autopsy. However the 
pattern of early virus growth closely paralleled 
“manipulation of the host’s protein metabolism.” 


Bacteria are of course most susceptible to anti- 


1. Kalter, Seymour S.; Smolin, H. J.; McElthaney, J. M.; and 
Tepperman. J. Exper. Med., 93:529 (June) 1951. 
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septics during their growth or dividing phase. 
This should presumably be an anabolic phase, 
and human tissues similarly in a growing phase 
may be more vulnerable. 


The dosage and timing of endocrine treatment 
would obviously profoundly affect the results. 
It seems logical to believe that resistance might 
be favorably influenced by some of the endocrine 
products, although practical therapeutics is still 
far from this goal. 





FACTORS WHICH INFLUENCE 
BREAST FEEDING 


Analyses of the amount of formula feeding and 
breast feeding of infants of different localities 
have been recently reviewed by Newton and 
Newton! of New York and Philadelphia and their 
comments are of interest. 


In Europe, these authors note, breast feeding 
is more generally employed and advocated than 
in the United States, although the practice varies 
in different countries and in different parts of 
the same country. Various papers giving statistics 
on breast feeding of newly delivered infants dis- 
charged from American hospitals have been pub- 
lished in recent years. In the northeastern part 
of the United States, only 23 per cent of infants 
leave the hospital without a supplementary bot- 
tle: that is, more than three-fourths are put on a 
supplementary feeding before discharge; less than 
one-fourth are wholly breast fed at that age of 
from a few days to two weeks. Since the north- 
east has more hospitals per capita than other 
sections of the country, and is credited with many 
outstanding physicians, its practices profoundly 
influence medical education throughout America. 

In a recent analysis of 2,513 hospitals dis- 
tributed in the United States, 38 per cent or less 
than two-fifths of babies discharged were totally 
breast fed, and 35 per cent, or more than a third, 
were totally bottle fed. There were decided re- 
gional differences. Sixty-one per cent, more than 
three-fifths of infants discharged from hospitals 
in the northeast, were totally bottle fed; and only 
18 per cent, less than one-fifth, in the southeast. 
This is a difference in favor of medical practice 
below the Mason-Dixon Line of more than three 
to one. 


1. Newton, Miles Rumely; and Newton, Michael: Recent 
Trends in Breast Feeding. A Review. Amer. J. Med. Sci., 221: 
691 (June) 1951. 
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In no field of medicine, the Newtons em- 
phasize, is psychological attitude more important. 
Chief among psychological factors is the mother’s 
attitude, which in turn very greatly reflects the 
attitude of the attending physician. Three-fourths 
of the mothers who wish to nurse the baby, do 
so; and only one-fourth of those who do not 
wish to nurse have a sufficient milk supply. The 
physicians’ judgment on the subject in turn, is 
influenced by many factors, including such a 
one as whether or not his own wife breast-fed 
her children.! Supplementary bottles in the hos- 
pital, and the use of only one breast at each 
feeding, are practices associated with lactation 
failure, as was shown ten years ago. There has 
been great inertia, the Newtons comment, in 
application of this knowledge to hospital care, 
although research in other lines is quickly inte- 
grated into medical practice. 


In some countries, as Egypt, formula feeding 
introduced into the villages was wholly unsuc- 
cessful. Almost every baby died.' Here, educa- 
tion of the women, water supply, and facilities 
for sterilization and refrigeration no doubt caused 
the breakdown. 


In the United States, the rearing of infants on 
a formula has been more successful than in other 
countries. Here are available a better supply of 
clean milk, water, and facilities for heating and 
chilling foods and utensils. Current housekeeping 
and marketing technics in this country make it 
very convenient to keep an infant alive without 
breast milk. 


Because the infant will gain weight rapidly 
on a formula does not mean that this is the 
desired source of food. Human nutrition is a very 
long term experiment, and brash is he who be- 
lieves his formula best; yet one sees only rare 
criticism in scientific journals of the still increas- 
ing formula tendency. 


Figures comparing the feeding of infants 
in the practice of different physicians should 
be enlightening. Each practitioner could profit- 
ably review data of this kind within his own 
practice. A comparison of formula use among 
infants cared for by physicians with long hospital 
training and by those with short; of medical 
graduates of the past fifteen years with older 
practitioners; of pediatric specialists with men 
who do not limit their practice, might provide 
useful information. 


Methods of medical education, as well as 
therapeutic technics, need objective testing. 
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TWENTY-FIVE YEARS AGO 
FROM JOURNALS OF 1926 


Hospitals.\—The oldest existing hospital in London, 
St. Bartholomew’s, has already celebrated its eight 
hundredth anniversary. . . . Most of the earlier estab- 
lishments were to all intents and purposes almshouses 
for the sick. . . . In the education of the medical 
student, the hospital has to a large extent taken the 
place of the preceptor of a generation or so ago... . Is 
the new order cultivating men as well as scientists? 


Endemic Goiter?—Few months have passed of late 
without contributing new evidence sustaining the hypo- 
thesis that endemic goiter is caused by a deficiency of 
iodine in the diet. . . . It is generally assumed . . . that 
proximity to the sea insures against goiter... . The most 
conspicuous goiter regions of Europe and America are 
the interior of the continents. . . . The two chief islands 
of the dominion of New Zealand comprise a territory 
within which every inhabited locality is not more than a 
hundred miles from the sea. . . . Out of 135,282 male 
recruits between the ages of 20 and 45 examined by mili- 
tary medical boards during the period 1916-1918, when 
conscription was in operation, 1,581 were declared unfit 
for active service on account of thyroid enlargement. 
This is not primarily the result of “civilization,” for 
goiter has been found not uncommon in horses, sheep, 
cattle, dogs and trout bred in New Zealand. . . . The 
story of New Zealand should serve to strengthen our 
own prophylactic purposes and programs. 


Insulin in Eclampsia3—In the long fight against death 
incident to pregnancy, a definite gain seems to have been 
made against excessive vomiting of pregnancy and of 
eclampsia. As late as 1923, but little progress had been 
made in determining the etiology and scarcely more in 
fixing on the treatment of eclampsia . . . eclampsia may 
be treated by a combination of insulin and glucose 
together with a modified Stroganoff treatment . . . about 
2 grams of glucose is usually given to each unit of 
insulin. . . . [Stander and Duncan] recommend to the 
general practitioner that, in the presence of persisting 
coma or semiconsciousness following convulsions, insulin 
and glucose be given whether or not laboratory determin- 
ations are available. Deaths from pernicious vomiting 
and eclampsia may soon be deductible from the total 
of maternal mortality. 


Cheaper Insulin.4A—According to Privatdozent Flaqueur, 
crystalline insulin as produced by the American investi- 
gator Abel, has no special therapeutic value . . . pure 
insulin solutions do not keep as well as those which are 
not so pure. Therefore, aside from scientific interest, 
there is not any practical reason for the production and 
use of crystallized insulin. 





1. Editorial: The Modern Hospital. J.A.M.A., 87:593 (Aug. 
21) 1926. 


2. Editorial: Endemic Goiter: The Lesson From New Zealand. 
J.A.M.A., 86:953 (March 27) 1926. 

3. Current Comment. J.A.M.A., 86:557, 1926. 

4. Berlin Letter. J.A.M.A., 87:1495, 1926. 


Continued on page 762 
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MESSAGE FROM A PRESIDENT 761 








Dr. Allen T. Stewart 


A MESSAGE TO THE SOUTHERN MEDICAL ASSOCIATION 
FROM THE TEXAS MEDICAL ASSOCIATION 


In the name of the Texas Medical Association it will 
give me great pleasure to welcome physicians of the 
South to our great State and to our host city, Dallas. 
We are looking forward to the November meeting with 
pleasant anticipation and great expectations for a profit- 
able scientific program, as well as many happy social 
events and renewal of old acquaintances. There is some- 
thing about a medical meeting that makes those who 
attend more happy and content that they are doctors, and 
sends them back to their homes briefed on the latest 
discoveries and procedures and uplifted by the pleasant 
association with fellow craftsmen. 


For choosing Texas for this Forty-Fifth Annual Meet- 
ing of the Southern Medical Association we are grateful. 
It is a very happy compliment to the State which has the 
largest membership in this organization. We feel that it 
is in a very fitting way a tribute to the contributions of 
Texas men to medical progress, for there are those of 
our number who have made history on the American 
medical scene. 


The March issue of the SourHERN MEDICAL JOURNAL 
carried upon its editorial page a salute to Dr. Edward H. 
Cary, a man who has served as national trustee and as 
president of the Texas, Southern, and American Medical 
Associations. This versatile man, founder of a medical 
school, builder of the first Medical Arts Building and 
head of Blue Cross in Texas, was the creator of the 
National Physicians’ Committee, later to be incorporated 
in the organization of the Educational Campaign Com- 
mittee of the American Medical Association. Perhaps 


more than any one man Dr. Cary is the greatest single 
reason why we do not have socialized medicine in this 
country today. Nor is he a prophet without honor in 
his own City of Dallas where, for his achievements, he 
was in the past honored by its townsmen as the “man 
of the year” for distinguished service to its citizens. He 
was a leader in bringing the Southern Medical Associa- 
tion to Dallas twenty-six years ago. It is not unmeet 
for Dr. Cary to see the Southern Medical Association 
return to his city in 1951. 

In no small measure the current president of your 
organization, Dr. Curtice Rosser, is following in the 
footsteps of such an illustrious predecessor as Dr. Cary. 
He is also the distinguished son of a worthy father, him- 
self a former president of the Texas Medical Association. 
We are happy that the city where he has lived and 
labored long and well will be the host to the convention, 
a very fitting ending to a year of service. 


I shall enter upon no encomium on the City of Dallas. 
She needs none. Our invitation is for physicians in the 
states from which the Southern Medical Association 
draws its membership to come and see. I am happy to 
join with Dr. Curtice Rosser, President of the Southern 
Medical Association, and Dr. Charles L. Martin, Presi- 
dent of the Dallas County Medical Society, in welcoming 
you to Dallas in November. 


Auten T. Stewart, M.D. 
President, Texas Medical Association 
Lubbock, Texas, July 10, 1951 
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Insulin in Ulcer.5—Daily injections of 15 units of 
insulin for twelve days induced healing of a recurring 
ulcer in the lesser curvature in a woman aged 37. The 
cicatrization of the ulcer was confirmed by roentgeno- 
grams. 


Diet for Pernicious Anemia.—Leafy vegetables and 
fruits usually are considered desirable for anemic patients, 
especially because of their iron content, and strawberries 
rich in iron appear beneficial for sprue, a disease, as 
noted, resembling pernicious anemia. . . . It seems that 
such a factor as the character of the protein or amino 
acids in the diet is of much more importance than the 
iron content for pernicious anemia... . 

The condition of all forty-five patients became much 
better rather rapidly soon after commencing the diet. 
All except one, who has recently omitted her diet, are 
now at least in a very fair state of health, and if it were 
not for disorders in some due to spinal cord lesions, 
would have an appearance to a layman of being essen- 
tially well... . 

This diet is composed especially of foods rich in com- 
plete proteins and iron—particularly liver—and contain- 
ing an abundance of fruits and fresh vegetables and 
relatively low in fat... . 

All the patients have remained to date in a good state 
of health except three, who discontinued the diet; two 
rapidly improved on resuming it and the other has just 
commenced it again. 


News Item.’—Dr. Walter C. Alvarez, associate pro- 
fessor of research medicine at the University of California 
Medical School, San Francisco, has accepted a position 
at the Mayo Clinic, Rochester, Minnesota. 


5. Abst. Faisly, Paris. J.A.M.A., 86:1804, 1926. 


6. Minot, G. R.; and Murphy, W. P.: Treatment of Per- 
re com by a Special Diet. J.A.M.A., 87:470-476 (Aug. 
1 1926. 


7. Medical News. J.A.M.A., 86:558, 1926 





Book Reviews 





The Clinical Use of Testosterone. By Henry H. Turner, 
M.D., F.A.C.P., Clinical Professor of Medicine, School 
of Medicine, University of Oklahoma, Oklahoma City, 
Oklahoma. 69 pages, illustrated. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1950. Price $2.25. 
This monograph is composed of a few easily read 

pages covering the important facts about the sex steroid 

hormone, testosterone. 


The chemistry and physiology of testosterone as it 
affects each body system is briefly but well explained. 
Emphasis is placed upon the important metabolic effects 
that testosterone has on the various body processes of 
both male and female. 


A considerable portion of the book deals with the 
therapeutic uses of testosterone. Many good photographic 
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illustrations of the various types of patients are shown. 
Comparison photographs are used to reveal the effects of 
testosterone therapy on many of the hypogonadal types 
of male patients. 


A good index and a very complete bibliography en- 
hance the value of this book. 


Current Therapy 1951. Latest Approved Methods of 
Treatment for the Practicing Physician. Editor. 
Howard F. Conn, M.D.; Consulting Editors: M. Ed- 
ward Davis, Vincent J. Derbes, Garfield G. Duncan, 
Hugh J. Jewett, William J. Kerr, Perrin H. Long, 
H. Houston Merritt, Paul A. O’Leary, Walter L. 
Palmer, Hobart A. Reimann, Cyrus C. Sturgis, Robert 
H. Williams. 699 pages. Philadelphia and London: 
W. B. Saunders Company, 1951. Price $10.00. 


This is a home postgraduate course in therapy brought 
up to date by well recognized authorities. 


The presentations bring out the meat and discard the 
bone and the trimmings so that the busy general prac- 
titioner or the internist can enjoy the latest developments 
in medical managements of diseases in a few minutes. 
It is noteworthy that several avenues of approach are 
given to therapeutics, which enhances the value of the 
book. 


The message of the preface should be on the wall of 
every doctor’s office, “Sound Therapy and Accurate 
Diagnosis.” 

Occupational therapy and physical therapy are the two 
step-children which are often neglected even in 1951 but 
current therapy embraces them as a necessity. 


The editor and his consulting staff contributed a great 
service not only to medicine but to alleviating the pains 
of humanity by producing this readily available wealth 
of material. 


The book is a ‘“‘must” for the progressive physician. 


The 1950 Year Book of Drug Therapy. Edited by Harry 
Beckman, M.D., Director, Department of Pharma- 
cology, Marquette University School of Medicine. 566 
pages, with 88 illustrations. Chicago: The Year Book 
Publishers, Inc., 1950. Price $5.00. 


This second volume of Dr. Beckman’s Year Book of 
Drug Therapy should be welcomed by all physicians. 
Of all aspects of medicine, drug therapy seems to change 
most rapidly. This volume is one of the few publications 
that is of real value in enabling the physician to keep up 
with these changes. This volume seems to be even more 
thorough than the 1949 edition. Editorial comments are 
pithy and kept to a minimum. The selection of articles 
abstracted seems to be, generally speaking, very good, 
although no two editors could be expected to agree upon 
all the selections. 


The volume is introduced with an excellent 15-page 
article describing the advances in drug therapy during 
1940-1950. A thorough subject and author index is 
included. 
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The Biochemistry of B Vitamins. By Roger J. Williams, 
Robert E. Eakin, Ernest Beerstecher, Jr., and William 
Shive, University of Texas, Austin, Texas. 741 pages. 
New York: Reinhold Publishing Corporation, 1950. 
Price $10.00. 

The march of events from the isolation of the anti- 
neuritic vitamin to the discovery of the anti-pernicious- 
anemia principle has been so rapid that it is impossible 
for anyone not working in the field of B vitamins to 
know precisely the present status of knowledge of this 
subject. This monograph fills a timely need as the 
authors present information upon B vitamins in a form 
readable by those whose activities may be along a wholly 
different line. 

The monograph is divided into four sections, each of 
which is a monograph in itself; and each is prepared by 
one of the four authors. The field of B vitamins is so 
broad that no single authority can be familiar with all 
its aspects. 

Characterization, Distribution, Assay and Biogenesis of 
B vitamins and (Section A) are followed by a discussion 
of the catalytic function of B vitamins (Section B), 
which may well be read by all biochemists, as it contains 
an excellent exposition of the theory of biochemical 
reactions. Section C, dealing with the role of B vitamins 
in animal and plant organisms is of special interest to 
nutrition workers. The organic chemist and the pharma- 
cologist will find much food for thought in Section D 
which deals with the comparative biologic activities of B 
vitamins and related compounds. This section contains 
incidentally an excellent discussion of the theory of com- 
petitive analogue metabolite inhibition. Each section 
contains a bibliography up to April or May, 1950. 

In keeping with the purpose of promoting research “by 
furnishing a well digested survey of the progress already 
made and by pointing out directions in which investiga- 
tion needs to be extended,” the authors aim to present 
constructive and suggestive viewpoints rather than to 
avoid the risk of being in error. In this they have been 
successful. While it is true that this monograph belongs 
to “the ephemeral literature of science,” its effect will be 
lasting as it provides stimulus to, and aid in, further 
research in the field. 





Recent Advances in Physical Medicine. Edited by 
Francis Bach, M.A., D.M. (Oxf.), D. Phys. Med., 
Member Council British Association of Physical Medi- 
cine. 490 pages, with 93 illustrations. Philadelphia: 
The Blakiston Company, 1950. Price $4.50. 

Dr. Bach with his coworkers stresses teamwork which 
is of paramount importance in physical medicine es- 
pecially in the rehabilitation program. The anatomical 
and the physiologic bases, which in the past did not 
attract very much attention, are stressed by the author. 
A new concept is presented on muscle tone. The chapter 
on posture in relationship to body ailments offers some 
good controversial points and it is worthy of serious 
consideration. Dr. Bauwens’ article on infection is very 
good although many of the American physicians have 
not given it an exhaustive trial. Mobile units as described 
have been employed successfully in England and would 
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be a boon to any patient who is far away from medical 
centers. Section five is the most important contribution 
to physical medicine in as much as it takes up the school 
child, industry, and rehabilitation. Section 6 explains in 
detail the rehabilitation and resettlement of injured 
workers. The photographs of machinery employed in 
factories add to the zeal of the reviewer in stressing 
more and more workshops for industrial compensation 
cases which could save many work days. The appendix 
covers the subject of spinal injury, exercises and postural 
drainage. 

It is truly a great book and it could serve the general 
practitioner as well as specialists in physical medicine. 
Chapters contributed individually by experts add to the 
value of the book. 





The Science of Health. By Florence L. Meredith, B.Sc., 
M.D. Second Edition. 452 pages, with 134 illustra- 
tions. Philadelphia: The Blakiston Company, 1951 
Price $3.75. 

The first chapter deals with vital statistics on the 
national health situation. It expounds the longevity of 
American citizens and points out the most common 
causes of death. The definition of health is excellent, 
“As a state in which the body is ready to react, in all 
its function fully and freely and comfortably, in response 
to reasonable demands, and having acted is able to 
restore itself properly to its resting state... .” 

The section on the body itself is an excellent resume 
on histology, anatomy, physiology, written in a straight 
forward style, easy for the student to digest. 

The section on daily maintenance of health gives the 
essentials for maintaining normal physiologic processes 
by utilizing every component part of the body to its best 
advantage. 

The book further deals with hygiene, preventive medi- 
cine, mental hygiene, psychology, sex problems and re- 
productions. In 452 pages the author has condensed a 
curriculum of study which is not only informative but 
very instructive. The book is a worthy addition to any 
scientific library. 





Introduction to Surgery. By Virginia Kneeland Frantz, 
M.D., Associate Professor of Surgery, College of Phy- 
sicians and Surgeons, Columbia University ; and Harold 
Dortic Harvey, M.D., Assistant Professor of Clinical 
Surgery, College of Physicians and Surgeons, Columbia 
University, New York. 233 pages. New York: Oxford 
University Press, 1951. Price $2.75. 

This book has been written for second year medical 
students. Basic principles are stressed rather than clinical 
applications, with particular emphasis on the pathology 
of surgical lesions and experimental surgery. In the 
authors’ opinion, “‘the intelligent, successful experimental 
worker is the rarest and most valuable type of surgeon,” 
and the book reflects their efforts to impress this concept 
upon the student’s mind. Much of the text appears to 
have originated in the laboratory, classroom, and library, 
rather than in the clinic or operating room. Repair of 
various tissues, deformities, cysts, and neoplasms, wounds, 











infections, drainage, ulcers, burns, gangrene, and hem- 
orrhage are among the subjects considered. This edition 
contains a new chapter discussing recent advances in sur- 
gery. One of the new sections, on “Water and Electro- 
lytes,” is confusing and inadequate even for the sopho- 
more’s needs. 


Serum Sickness. By C. Frh. von Pirquet, M.D. and Bela 
Schick, M.D. Translated by Bela Schick, M.D. 130 
pages, with illustrations. Baltimore: The Williams & 
Wilkins Company, 1951. Price $3.50. 


Allergy has become a household word, used daily by 
physicians and laymen alike. Among those who use the 
word there are probably many who do not know the 
name of the man who coined the expression almost fifty 
years ago. What is now known as “Allergy” is based on 
his observations in “Die Serumkrankheit.” 


Clemens von Pirquet’s book is now presented in an 
English translation by his loyal co-worker Bela Schick. 
It seems amazing how Pirquet reached his conclusions 
by bedside observation and by speculation, without the 
help of biochemistry. They have not lost their validity 
since they were first published in 1905. “Serum Sickness” 
which laid the foundation for its author’s great reputa- 
tion has actually become a medical classic. 


Many years have passed since Pirquet’s tragic and 
untimely death, and an enormous literature has accumu- 
lated, based on his and Schick’s fundamental work. In 
his preface to the English translation, Schick says with 
justifiable pride: “. . . The theoretical ideas stood the 
test of time.” 


Child Psychiatry in the Community. A primer for 
teachers, nurses, and others who care for children. By 
Harold A. Greenberg, M.D., Senior Staff Psychiatrist, 
Institute for Juvenile Research, Chicago. In collabora- 
tion with Julian H. Pathman, Ph.D., Chief Psy- 
chologist, Downey Veterans Administration Hospital, 
Downey, Illinois; Helen A. Sutton, R.N., B.A., BS., 
formerly Psychiatric Nursing Instructor, Illinois Neuro- 
psychiatric Institute, College of Medicine, University of 
Illinois, Chicago; and Marjorie M. Browne, B.A., M.A., 
Instructor, School of Social Service Administration, 
University of Chicago. 296 pages. New York: G. P. 
Putnam’s Sons, 1950. Price $3.50. 


The general practitioner is inclined to feel unfamiliar 
in the literature of a specialty that uses strange words 
and clichés. This unfamiliarity, unlike the old adage, is 
likely to breed contempt and an unfriendly attitude. It 
has seemed to this reviewer that psychiatry in its ren- 
ascence some thirty years ago was victimized by Greek 
words and to a lesser extent by Greek fable. Some of 
these have endured giving for example, schizophrenia as 
a disease and the Oedipus complex as a fixation. Pos- 
sibly it was necessary in probing the recesses of the dis- 
ordered mind to have a word that was descriptive of 
symptoms and yet noncommittal as to function, with the 
idea that it would be replaced when understanding grew. 
Fortunately psychiatry has grown and many of the 
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strange words which have persisted have been absorbed 
into everyday speech. The book under review is readable 
and easily understood, not only because the average 
reader knows more about psychiatry but also because it 
is presented as a primer and directed to the teacher, 
nurse and those who care for children. 


The book falls into three parts: “The Child,” “The 
Clinic Team” and “The Clinic and The Community.” 
The first part devoted to the child is of particular in- 
terest to those who treat children. It in turn is divided 
into the personality development, psychogenesis of be- 
havior problems, diagnosis, and prognosis. The purpose 
of the author is to give the reader an understanding of 
the kind of problems that may arise in order that he 
may know when to ask for psychiatric aid. The cases 
presented are so similar to those met in ordinary child 
care that they prove of great value to the practitioner. 


The last two sections are directed toward nurses and 
social workers in the field of child psychiatry and for 
this reason have little appeal to the physician doing 
general work. 





Pain and Its Problems. By Sir Heneage Ogilvie, K.B.E., 
D.M., M.C.H., F.R.C.S., Surgeon, Guys Hospital; and 
William A. R. Thomson, M.D. 194 pages. Phila- 
delphia: The Blakiston Company, 1951. Price $3.00. 


For the clinical practitioner eighteen English authorities 
present the problem of pain and its treatment as applied 
to the various systems of the body. The style is clear 
and quite simplified, but frequently lacking in color. 
The basic physiologic and neurologic aspects of pain are 
interestingly reviewed. The clinical illustrations are in 
part weak and could be supported by an occasional dia- 
gram or photograph. Some of the treatment discussions, 
especially that of the rheumatic diseases, could not be 
called wholly up-to-date. 


In general, however, the bulk of information supplied 
concerning the more common diseases encountered by the 
practitioner, should be of considerable help from the 
diagnostic and therapeutic angles. 





Nutrition and Chemical Growth in Childhood. Volume 
Ill. Calculated Data. By Icie G. Macy, Ph.D., Sc.D., 
Director of the Research Laboratory, Children’s Fund 
of Michigan. With a foreword by Helen A. Hunscher, 
Ph.D., Head of the Department of Home Economics, 
Western Reserve University, Cleveland, Ohio. 713 
pages. Springfield, Illinois: Charles C. Thomas, Pub- 
lisher, 1951. Price $8.00. 

This volume completes the monumental work “Nutri- 
tion and Chemical Growth in Childhood” from the Re- 
search Laboratory of the Children’s Fund of Michigan. 
The technic and methods used in the research were 
assembled in volume I. The original data were presented 
in volume II. The present volume contains calculated 
data on intake, absorption and retention of food consti- 
tuents. It is “a compendium of values of inestimable 
worth, not only in the field of nutrition research and 
child development, but also in the field of education.” 





T 
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The Principles and Practices of Rehabilitation. By Henry 
H. Kessler, M.D., M.S., Ph.D., F.A.C.S., Director of 
Kessler Institute for Rehabilitation, Newark, New Jer- 
sey, in collaboration with other authors. 448 pages 
with 132 illustrations and a colored plate. Phila- 
delphia: Lea & Febiger, 1950. Price $9.00. 


Dr. Kessler has edited an outstanding volume regarding 
the subject of rehabilitation. The first two chapters were 
prepared by him personally. He defines rehabilitation 
and outlines the roles played by the private physician, 
government and private agencies, with the means of 
liaison available. The second chapter is devoted to 
physical rehabilitation in its broader and more general 
sense. 


In the remainder of the book, chapters are prepared 
by recognized authorities in the various fields of spe- 
cialized rehabilitation. Drs. James Barrett Brown and 
Minot P. Fryer have contributed a beautiful summary 
of the place of plastic surgery in rehabilitation. This is 
a phase of rehabilitation which is frequently ignored in 
texts of this type. 


Physical therapy and physical conditioning are treated. 
Individual chapters are given to occupational therapy 
and physical rehabilitation of the industrially injured. 
Rehabilitation centers are discussed, as are such subjects 
as disability evaluation and guidance, training and place- 
ment. 

The problems of the amputee and psychiatric dis- 
abilities are considered in considerable detail, and the 
neurological disabilities such as poliomyelitis and cerebral 
palsy, with lesser attention being given to the rare and 
neurological disabilities. The problems of the patient 
with tuberculosis are treated. 

This book should be a valuable guide in the establish- 
ment of an integrated rehabilitation program or rehabili- 
tation centers, not only to physicians but also to those 
lay agencies which deal with rehabilitation problems. It 
is well written, well edited, and comprehensively illus- 
trated. 


Bridges’ Food and Beverage Analyses. By Marjorie R. 
Mattice, A.B., Sc.M., Assistant Professor of Bio- 
chemistry, Graduate School of Medicine, College of 
Medical Evangelists, Los Angeles, California. Third 
Edition. 412 pages. Philadelphia: Lea and Febiger, 
1950. Price $5.50. 

This new edition of Bridges’ well known book repre- 
sents one of the most comprehensive collections of tables 
of food values in existence. It covers a large number of 
food factors as well as food products. Besides the usual 
tables for calories, carbohydrate, fat, protein, the better 
known vitamins and the more important minerals, it 
contains some data for such food factors as available 
carbohydrate, purin nitrogen, cholesterol, organic acids, 
phytin, manganese, copper, iodine and bromine. In this 
volume not only will the dietitian find all needed in 
solving the problems of practical nutrition, but the 
research worker will also find much material of interest. 

The tables are accompanied by brief but adequate 
explanatory notes divided into twelve chapters which 
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may well be used as text for students of home economics, 
nursing, and so on. 


A Classified Bibliography of Gerontology and Geriatrics. 
By Nathan W. Shock, Chief, Section on Gerontology, 
National Heart Institute, National Institutes of Health, 


and Baltimore City Hospitals. 599 pages. Stanford, 
California: Stanford University Press, 1951. Price 
$15.00. 


The continuous increase in the average span of life in 
the last fifty years has raised new hopes of prolonging 
human life beyond limits formerly believed impossible. 
On the other hand, the increasing proportion of aged 
people in the population has created new social problems 
of their care and rehabilitation. A serious study of 
gerontology and geriatrics is indeed in the offing, and 
the first step in this direction is to take an inventory of 
present knowledge in these fields. 


This book is a compilation of references on all aspects 
of gerontology and geriatrics, from biochemistry to social 
work. There is a total of 18,036 citations, classified 
under gerontology (general orientation), biology of aging, 
organ systems, geriatrics, psychological processes, and 
social and economic aspects. There is also an index of 
authors as well as an index of subjects. The compiler 
of this bibliography is to be congratulated upon having 
performed an essential service to the sciences of geron- 
tology and geriatrics. 





Books Received 





A Textbook of Pathology. By Robert Allan Moore, Edward Mal- 
linckrodt Professor of Pathology, Washington University School 
of Medicine, St. Louis. 2nd edition. 1,048 pages with 501 illus- 
trations. Philadelphia and London: W. B. Saunders Company, 
1951. Price $12.50. 


Con Unipolar Electrocardiography. By Bernard S. Lipman, 
A.B., M.D., Assistant in Medicine, Emory University School of 
Seosicine Atlanta, Georgia; and Edward Massie, A.B., M.D., 
PALS. Assistant Professor of Clinical Medicine, Washington 
University School of Medicine, St. Louis, Missouri. 232 pages with 


illustrations. Chicago: The Year Book Publishers, Inc., 1951. 
Price $5.00. 
Genetics in Ophthalmology. By Arnold Sorsby, M.D., Research 


Professor in Ophthalmology, Royal College of Surgeons, and Royal 


Eye Hospital, London. 251 pages with illustrations. St. Louis: 
The C. V. Mosby Company, 1951. Price $9.50. 
Clinical Tropical Medicine. By R. B. H. Gradwohl, M.D., Editor- 


in-Chief; 
Editors. 
Louis: 


Luis Benitez Soto, M.D., and Oscar Felsenfeld, M.D., 
1,647 pages with 473 illustrations and 6 color plates. St. 
The C. V. Mosby Company, 1951. Price $22.50. 


Visceral Radiology. By Emerik Markovitz, M.D., formerly, Scien- 
tific Collaborator of the Central Radiologic Institute of the Gen- 
eral Hospital (Holzknect-Institute), Vienna; Radiologist of the 
Steiner Cancer Clinic, Atlanta, Georgia. 612 pages with illustra- 
tions. New York: The Macmillan Company, 1951. Price $24.00. 


Practical Clinical Psychiatry. By Edward A. Strecker, Litt.D., 
LL.D., M.D., Professor of Psychiatry, School of Medicine, Uni- 
versity of Pennsylvania; Franklin G. Ebaugh, M.D., Professor of 
Psychiatry, University of Colorado School of Medicine and Director, 
Colorado Psychopathic Hospital; and Jack R. Ewalt, M.D., Pro- 
fessor of Neuro-Psychiatry and Administrator of Hospitals, Uni- 
versity of Texas Medical Branch, Galveston. Section on ‘“‘Psycho- 
pathologic Problems of Childhood”? by Leo Kanner, M.D., Associate 
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Professor of Psychiatry, Johns Hopkins University School of 


Medicine. 506 pages with 35 figures and 14 tables. Philadelphia: 
The Blakiston Company, 1951. Price $7.00. 
Chest X-Ray Diagnosis. By Max Ritvo, M.D., Assistant Pro- 


fessor of Radiology, Harvard Medical School. 558 pages with 615 
illustrations. Philadelphia: Lea and Febiger, 1951. Price $15.00. 


Endoscopy as Related to Diseases of the Bronchus, Esophagus, 
Stomach, and Peritoneal Cavity. By Edward B. Benedict, A.B., 
M.D., F.A.C.S., Assistant Clinical Professor of Surgery, Harvard 
Medical School Endoscopist, Massachusetts General Hospital, Bos- 
ton, Massachusetts. 373 pages with illustrations. Baltimore: The 
Williams and Wilkins Company, 1951. Price $10.00. 


The Scientific Paper: How to Prepare It, How to Write It. By 
Sam F. Trelease, Columbia University. Second Edition. 163 pages 
with illustrations. Baltimore: The Williams and Wilkins Company, 
1951. Price $2.50. 


Introduction to Motherhood. By Grantly Dick Read, M.D. 104 
pages with 23 illustrations. New York: Harper and Brothers, 
Publishers, 1951. Price $1.75. 


Therapy of Dermatologic Disorders. By Samuel M. Peck, M.D., 
Dermatologist to the Mount Sinai Hospital, Columbia University, 
New York City; and George Klein, M.D., Associate Visiting 
Dermatologist, Morrisania City Hospital, New York, Assistant 
Clinical Professor of Dermatology, New York Medical College. 
383 pages with 4 illustrations. Philadelphia: Lea and Febiger, 
1951. Price $6.50. 


Diseases of the Endocrine Glands. By Louis J. Soffer, M.D., 
F.A.C.P., Associate Attending Physician and Head of the Endocrine 
Research Laboratory and Clinic, the Mount Sinai Hospital, New 
York City; Assistant Clinical Professor of Medicine, Columbia 
University. 1,142 pages with 88 illustrations and 3 plates in color. 
Philadelphia: Lea and Febiger, 1951. Price $15.00. 


Spatial Vector Electrocardiography: Clinical Electrocardiographic 
Interpretation. By Robert P. Grant, M.D., National Heart Insti- 
tute, Bethesda, Maryland; and E. Harvey Estes, Jr., M.D., U. S. 
Naval Hospital, Bethesda, Maryland. 149 pages with 41 figures. 
Philadelphia: The Blakiston Company, 1951. Price $4.50. 


Physical Diagnosis. By Raymond W. Brust, M.D., F.A.C.P., 
Associate in Medicine, University of Pennsylvania School of 
Medicine, with Introduction by Truman D. Schnabel, M.D., 
F.A.C.P., Professor of Medicine, University of Pennsylvania School 
of Medicine. 300 pages with 71 illustrations. New York: Apple- 
ton-Century-Crofts, Inc., 1951. Price $4.50. 


Nutrition Fronts in Public Health: Proceedings of the Nutrition 
Symposium held at Yale University, November 10, 1950. By Icie 
G. Macy, Benjamin H. Ershoff, Clive M. McCay, Ernst Simonson, 
Howard A. Schneider and Leo T. Samuels. 168 pages. New York: 
The National Vitamin Foundation, Inc., 1951. Price $1.50. 


Symposium on Steroids in Experimental and Clinical Practice. 
Edited for the Committee on Arrangements by Abraham White, 
M.D., University of California Medical Center, Los Angeles. 415 
pages with 103 figures and 104 tables. Philadelphia: The Blakis- 
ton Company, 1951. Price $7.50. 


Scoliosis: Pathology, Etiology, and Treatment. By Samuel Klein- 
berg, M.D., Attending Orthopaedic Surgeon, Hospital for Joint 
Diseases. 286 pages with illustrations. Baltimore: The Williams 
and Wilkins Company, 1951. Price $7.50. 


Committee om Growth of the National Research Council Fifth 
Annual Report to American Cancer Society, Inc., July, 1949-June, 
1950. 384 pages. Washington: Division of Medical Sciences, 
National Research Council. 


First Report on Institutional Research Grants of the American 
agg? enn. 258 pages. New York: American Cancer Society, 
nc., : 


The Control of Cross Infection in Hospitals. By the Cross Infec- 
tion in Hospitals Committee of the Medical Research Council. 49 
pages with illustrations. London: His Majesty’s Stationery Office, 
1951. Price 1s. 9d. 


The Normal Encephalogram. By Leo M. Davidoff, M.D., Director 
of Neurological Surgery, Beth Israel Hospital, New York City; 
and Cornelius G. Dyke, M.D., Late Associate Professor of Radi- 
ology in the College of Physicians and Surgeons, Columbia Uni- 
versity, New York City. Third Edition. 240 pages, 190 illustra- 
tions. Philadelphia: Lea & Febiger, 1951. Price $6.00. 
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Functional Anatomy of the Limbs and Back. A Text for Students 
of Physical Therapy and Others Interested in the Locomotor 
Apparatus. By W. Henry Hollinshead, A.B., M.S., Ph.D., Head 
of the Section on Anatomy, Mayo Clinic, Rochester, Professor of 
Anatomy, Mayo Foundation, University of Minnesota. 341 pages, 
with 122 illustrations. Philadelphia and London: W. B. Saunders 
Company, 1951. Price $6.00. 


Pharmacology. By Michael G. Mulinos, M.D., A.B., A.M., Ph.D., 
Associate Professor of Physiology and Pharmacology, New York 
Medical College, Flower and Fifth Avenue Hospitals, New York, 
New York. With a foreword by Charles C. Lieb, A.B., M.D., 
Hosack Professor Emeritus or Pharmacology, College of Physicians 
and Surgeons, Columbia University. 484 pages. New York: Oxford 
University Press, 1951. Price $5.00. 


Recovery From Aphasia. By Joseph M. Wepman, Ph.D., Clinical 
Instructor in Otolaryngology (Speech Pathology) and Lecturer in 
Psychology, The University of Chicago. With a Foreword by 
Wendell Johnson, Director of the Speech Clinic State University 
of Iowa. 276 pages, with illustrations. New York: The Ronald 
Press Company, 1951. Price $4.50. 


The Physiology and Pathology oj Hemostasis. By Armand J. 
Quick, Ph.D., M.D., Professor of Biochemistry, Marquette Uni- 
versity School of Medicine. 188 pages with 18 illustrations. 
Philadelphia: Lea and Feb‘zer, 1951. Price $4.00. 


Community Health Educator's Compendium of Knowledge. By 
Clair E. Turner, A.M., D.Sc., Dr. P.H., Professor of 
Pubiic Health Emeritus, Massachusetts Institute of Technology. 
266 pages with illustrations. St. Louis: The C. V. Mosby Com- 
pany, 1951. Price $3.00. 


Dimensional Analysis for Students of Medicine. By Harold A. 
Abramson, M.D., Assistant Clinical Professor of Physiology, 
Columbia University. 41 pages. New York: The Josiah Macy, Jr. 
Foundation, 1950. Price $1.00. 


Cornell Conferences on Therapy. Harry Gold, M.D., Managing 
Editor. Editorial Board: David P. Barr, M.D., McKeen Cattel, 
M.D., Frank Glenn, M.D., Walter Modell, M.D., George Reader, 
M.D. 342 pages. New York: The Macmillan Company, 1951. 
Price $3.50. 


The Doctor, His Career, His Business, His Human Relations. By 
Stanley R. Truman, M.D. 151 pages with illustrations. Baltimore: 
The Williams and Wilkins Company, 1951. Price $3.00. 


Handbook oj Diagnosis and Treatment oj Venereal Diseases. By 
A. E. W. McLachlan, M.B., Ch.B. (Edin.), D.P.H., F.R.S. 
(Edin.), Consultant in Venereal Diseases, Bristol Clinical Area; 
Lecturer in Venereal Diseases, University of Bristol. 368 pages 
with 160 illustrations. Baltimore: The Williams and Wilkins 
Company, 1951. Price $4.50. 


Textbook of Physiology and Biochemistry. By George H. Bell, 
B.Sc., M.D. (Glasg.), F.R.F.P.S.G., F.R.S.E., Professor of Physi- 
ology in the University of St. Andrews at University College, 
Dundee; J. Norman Davidson, M.D., D.Sc. (Edin.), F.R.F.P.S.G., 
F.R.I.C., F.R.S.E., Gardiner Professor of Physiological Chemistry 
in the University of Glasgow; and Harold Scarborough, M.B., 
Ph.D. (Edin.), F.R.C.P.E., Professor of Medicine in the Welsh 
National School of Medicine of the University of Wales and 
Director of the Medical Unit in the Royal Infirmary, Cardiff. 
918 pages with illustrations. Baltimore: The Williams and Wilkins 
Company, 1950. 


Psychiatric Aspects of Juvenile Delinquency. By Lucien Bovet, 
M.D., Consultant in Mental Health, World Health Organization, 
Lausanne, Switzerland. 90 pages. Geneva, Switzerland: World 
Health Organization, 1951. Price $1.00. 


A Primer for Psychotherapists. By Dr. Kenneth Mark Colby, 
Adjunct in Psychiatry, Mount Zion Hospital, San Francisco. 167 
pages. New York: The Ronald Press Company, 1951. Price $3.00. 


Medical Treatment, Principles and Their Application. Edited by 
Geoffrey Evans, M.D., R.C. Consulting Physician, St. 
Bartholomew’s Hospital. 1,464 pages with illustrations. St. Louis: 


The C. V. Mosby Company, 1951. Price $20.00. 


Syllabus of Human Neoplasms. By R. M. Mulligan, M.D., Pro- 


fessor of Pathology, University of Colorado School of Medicine. 
317 pages with 230 illustrations. 
Price $7.50. 


Philadelphia: Lea & Febiger, 


1951. 
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Emotional Factors in Cardiovascular Disease. By Edward Weiss, 
M.D., Professor of Clinical Medicine, Temple University School 
of Medicine, Philadelphia, Pennsylvania. 84 pages. Springfield, 
Illinois: Charles C. Thomas, Publisher, 1951. Price $2.25. 


The Kidney: Medical and Surgical Diseases. By Arthur C. Allen, 
M.D., Pathologist, The James Ewing Hospital, New York. 583 
pages with 1,115 illustrations. New York: Grune & Stratton, 1951. 
Price $15.00. 


Handbook of Medical Management. By Milton Chatton, A.B.. 
M.D., Instructor in Medicine, University of California Medical 
School, San Francisco; Sheldon Margen, A.B., M.D., Clinical 
Instructor in Medicine, University of California Medical School, 
San Francisco; and Henry D. Brainerd, A.B., M.D., Assistant 
Clinical Professor of Medicine and Pediatrics, University of Cali- 
fornia Medical School, San Francisco. Second Edition. 508 pages. 
Palo Alto, California: University Medical Publishers, 1951. Price 
$3.00 


Connective Tissues. Transactions of the First Conference, April 
24-25, 1950, New York. Edited by Charles Ragan, Department 
of Medicine, College of Physicians and Surgeons, Columbia Uni- 
versity. 164 pages with illustrations. New York: Josiah Macy, Jr. 
Foundation, 1951. Price $3.25. 


Problems of Aging. Transactions of the Twelfth Conference, 
February 6-7, 1950, New York. Edited by Nathan W. Shock. 
Chief, Section on Gerontology, National Heart Institute, National 
Institutes of Health and the Baltimore City Hospitals, Baltimore, 
Maryland. 215 pages. New York: Josiah Macy, Jr. Foundation, 
1951. Price $3.50. 


Problems of Consciousness. Transactions of the First Conference, 
March 20-21, 1950, New York, New York. Edited by Harold 
A. Abramson, M.D., Department of Physiology, College of Phy- 
sicians and Surgeons, Columbia University, New York. 200 pages. 
New York: Josiah Macy, Jr. Foundation, 1951. Price $3.00. 


Cybernetics: Circular Causal and Feedback Mechanisms in Bio- 
logical and Social Systems. Transactions of the Seventh Con- 
ference, March 23-24, 1950, New York. Edited by Heinz Von 
Foerster, Department of Electrical Engineering, University of 
Illinois; Assistant Editors: Margaret Mead, American Museum of 
Natural History, New York: and Hans Lukas Teuber, Department 
of Neurology, New York University College of Medicine. 249 
pages. New York: Josiah Macy, Jr. Foundation, 1951. Price 
$3.50. 


Nerve Impulse. Transactions of the First Conference, March 2-3, 
1950, New York. Edited by David Nachmansohn, Department of 
Neurology, College of Physicians and Surgeons, Columbia Uni- 
versity. 159 pages with illustrations. New York: Josiah Macy, Jr. 
Foundation, 1951. Price $3.00. 


Problems of Infancy and Childhood. Transactions of the Fourth 
Conference, March 6-7, 1950, New York. Edited by Milton J. E. 
Senn, M.D., Departments of Pediatrics and Psychiatry, School of 
Medicine, Yale University, New Haven, Connecticut. 181 pages. 
New York: Josiah Macy, Jr. Foundation, 1951. Price $2.50. 


Factors Regulating Blood Pressure. Transactions of the Fourth 
Conference, February 23-24, 1950, New York. Edited by Ben- 
jamin W. Zweifach and Ephraim Shorr, Department of Medicine, 
Cornell University Medical College, New York. 219 pages with 
illustrations. New York: Josiah Macy, Jr. Foundation, 1951. 
Price $3.00. 


The Integration of Psychiatry and Medicine: An Orientation for 
Physicians. By William B. Terhune, M.D., Medical Director, 
Silver Hill Foundation, New Canaan, Connecticut. 177 pages. 
New York: Grune and ‘Stratton, Inc., 1951. Price $2.75. 


The Human Colon. By William J. Grace, M.D., Assistant Pro- 
fessor of Medicine, Cornell University Medical College, New York 
Hospital, New York; Stewart Wolf, M.D., Associate Professor of 
Medicine, Cornell University Medical College, New York Hos- 
pital, New York; and Harold G. Wolff, M.D., Professor of 
Medicine (Neurology), Cornell University Medical College, New 
York Hospital, New York. 239 pages with 112 illustrations. New 
York: Paul B. Hoeber, Inc., 1951. Price $7.50. 


Annual Review of Medicine, Volume 2, 1951. Editor, Windsor 

C. Cutting, M.D., Stanford University School of Medicine. 485 

. Stanford, California: Annual Reviews, Inc., 1951. Price 
.00. 


An Introduction to Modern Psychology. By O. L. Zangwill. 227 
pages with 20 diagrams. New York: Philosophical Library. 1950. 
Price $3.75. 
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Begin Now to Enjoy Tomorrow. By Ray Giles. 57 pages with 
illustrations. Newark: The Mutual Benefit Life Insurance Com- 
pany, 1951. 


Diseases in Old Age. By Robert T. Monroe, M.D., Clinical As- 
sociate in Medicine, Harvard Medical School. 407 pages. Cam- 
bridge, Massachusetts: Harvard University Press, 1951. Price 
$5.00. 


Tumors of the Eye. By Algernon B. Reese, M.D., D.Sc. (Hon.), 
F.A.C.S., Attending Ophthalmologist and Pathologist, Institute of 
Ophthalmology, Presbyterian Hospital, New York. 574 pages 
with 511 illustrations, 122 in full color. New York: Paul B. 
Hoeber, Inc., 1951. Price $20.00. 


A Text-Book of X-Ray Diagnosis by British Authors in sf 
og Vol. II. Edited by S. Cochrane Shanks, M.D., F.R.C.P., 

F.F.R., Director, X-Ray Diagnostic Department, University College 
Hospital, London: and Peter Kerley, M.D., F.R.C.P., F.F.R., D.M 
R.E., Director, X-Ray Department, Westminster Hospital, London. 
Second Edition. 702 pages with 605 illustrations. Philadelphia: 
W. B. Saunders Company, 1951. Price $15.00. 


The Social Consequences of Pneumoconiosis Among Coalminers in 
South Wales. By P. Hugh-Jones and C. M. Fletcher. 54 pages 
= ee London: His Majesty’s Stationery Office, 1951. 
rice Is. 9d. 


Cancer As I See It. Henry W. Abelmann, M.D. 100 pages. New 
York: The Philosophical Library, 1951. Price $2.75. 


Malignant Disease of the Female Genital Tract. By Stanley Way, 
M.R.C.O.G., Gynaecologist to the Newcastle Regional Cancer 
Organization. 279 pages, 38 illustrations. Philadelphia: The 
Blakiston Company, 1951. Price $5.00. 


Health and Human Relations in Germany. A report of a con- 
ference on problems of health and human relations in Germany, 
Nassau Tavern, Princeton, New Jersey, June 26-30, 1950. 207 
pages. New York: Josiah Macy, Jr. Foundation, 1950. Price 
$1.00. 


Occupational Factors in the Aetiology of Gastric and Duodenal 
Ulcers. By — be M.D., M.R.C.P., and F. Avery Jones, 
M.D., F.R.C.P. pages with illustrations. London: His 
Majesty’s lg Oftlee 1951. Price 2s. 6d 


A Classified Bibliography of Gerontology and Geriatrics. By 
Nathan W. Shock, Chief, Section on Gerontology, National Heart 
Institute, National Institutes of Health, and Baltimore City Hos- 
pitals. 599 pages. Stanford, California: Stanford University Press, 
1951. $15.00. 


The Microkaryocytes, The Fourth Corpuscles and Their Func- 
tions. By K. G. Khorozian, A.B., M.S., M.D. 969 pages with 
480 illustrations. Boston: Meador Publishing Company, 1951. 
Price $12.00. 


An Introduction To Universal Serologic Reaction In Health And 
Disease. By Reuben L. Kahn, D.Sc. 155 pages with illustrations. 
New York: The Commonwealth Fund, 1951. Price $3.50. 


Paul Ehrlich. By Martha Marquardt. With an Introduction by 
Sir Henry Dale. 255 pages. New York: Henry Schuman, Inc., 
1951. Price $3.50. 


Parasitic Infections in Man. Edited by Harry Most. Symposium 
held at the New York Academy of Medicine, March 15 and 16, 
1949. 229 pages. New York: Columbia University Press, 1951. 
Price $4.50. 


Philosophy jor the Common Man. By Heinrich F. Wolf. 189 
pages. New York: Philosophical Library, 1951. Price $3.50. 


Annotated Bibliography of Vitamin E. Compiled by Philip L. 
Harris and Wilma Kujawski. 184 pages. New York: The National 
Vitamin Foundation, 1950. Price $3.00. 


Personnel Administration in Public Health Nursing. By William 
Brody, Director of Personnel, New York City Department of 
Health. 209 pages illustrated. St. Louis: The C. V. Mosby 
Company, 1951. Price $3.25. 


A History of Nursing. By Gladys Sellew, °h.D., R.N., Chairman 
of Department of oun and Social Work, Sary College, River 
Forest, Illinois; and C. J. Nuesse, Ph.D., Assistant Professor of 
Sociology, The Catholic University ‘of America, Washington, D. C. 
Second Edition. 439 pages with illustrations. St. Louis: C. V. 
Mosby Company, 1951. Price $3.75. 
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ALABAMA 


The Jefferson County Medical Society recently passed a resolu- 
tion praising Dr. Alfred A. Walker for his 22 years on the County 
Board of Health. Dr. Walker, who resigned from the board 
recently, served as its chairman for a number of years. Dr. 
Hughes Kennedy, Birmingham, was appointed to fill the unexpired 
term of Dr. Walker. Dr. John W. Simpson, Birmingham, is 
President of the board, and Dr. John Carmichael is secretary. 





ARKANSAS 


Dr. Hoyt R. Allen, Little Rock, presided over the meeting of 
the American Proctologic Society held in Atlantic City, New 
Jersey, June 6-9. 

Dr. D. W. Goldstein, Fort Smith, has been elected President 
of the Arkansas Dermatological Society, and Dr. Ray Fulmer, 
Little Rock, has been elected Secretary-Treasurer. 

Dr. Coy Kaylor, Fayetteville, has been released from military 
service and has returned to Fayetteville for the practice of 
orthopedics. 





DISTRICT OF COLUMBIA 


Dr. Oscar B. Hunter, Washington, is attending the International 
Congress of Clinical Pathology in London, presenting a paper in 
the Section on Morbid Anatomy. After the Congress he will visit 
Scotland, France, Italy, Switzerland and Germany. 

The George Washington University, Washington, has been 
awarded a research contract in biology and medicine by the United 
States Atomic Energy Commission. Dr. Paul K. Smith will use 
the contract to carry out studies of the effect of radiation on the 
biosynthesis and degradation of nucleoproteins and its modifica- 
tion by various agents. 





FLORIDA 


Dr. H. D. Wallace and Dr. T. J. Cunha, of the University of 
Florida, Gainesville, have been awarded a $2,500 research grant 
by the National Vitamin Foundation Inc., for continuation of 
studies on the needs of APF, Biz, Bis, and other new vitamins for 
growth. 

Dr. Thomas H. Bates, Lake City, has been elected President of 
the Atlantic Coast Line Surgeons Association. 

Dr. Albert V. Hardy, Jacksonville, has been granted emergency 
leave by the Florida State Board of Health in order to study 
dysentry in Korea at the request of the Armed Forces Epi- 
demiological Board. 

The Florida Academy of Preventive Medicine and Public Health 
was formed recently at a meeting held in Jacksonville. Elected 
President of the new organization was Dr. George A. Dame, Jack- 
sonville, director of the Bureau of Local Health Services for the 
Florida State Board of Health. Other officers are: Dr. T. E. 
Cato, Miami, Vice-President; and Dr. Frank M. Hall, Gainesville, 
Secretary-Treasurer. This organization is the second of its kind in 
the country, a similar organization in North Carolina being first. 
It is for the purposes of encouraging the study, improving the 
practice, and advancing the cause of preventive medicine and 
public health. 





GEORGIA 


Dr. Daniel C. Elkin, Atlanta, has been elected President of the 
American Surgical Association. 

Five Atlanta Surgeons were recently appointed to the staff of 
the American Surgeon, published in Atlanta. Dr. B. T. Beasley 
was appointed managing editor; Dr. J. D. Martin Jr., assistant 
editor; Dr. Frank K. Boland, member editorial board; Dr. A. H. 
— book review editor; and Dr. R. H. Stephenson, abstract 

itor. 

Dr. George W. Fuller, Atlanta, has been elected Vice-President 
of the Southeastern Surgical Congress, which met in Hollywood, 
Florida, recently. Dr. B. T. Beasley, Atlanta, has been elected 
Secretary-Treasurer of the organization. 

Dr. C. K. Sharp, Arlington, has been named chief of staff of the 
new City Hospital in Arlington. Dr. Sharp is former President 
of the Medical Association of Georgia, the Tri-County Medical 
Society, and is presently President of the Second District Medical 
Society. He has been practicing in Arlington since 1899. 

Dr. W. P. Sloan Jr., Atlanta, has been certified by the American 
Board of Internal Medicine. 
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KENTUCKY 
Dr. Frank M. Gaines, Louisville, has been appointed as State 
Director of Hospitals and Mental Hygiene. Dr. Gaines was formerly 
clinical director of the Norton Memorial Infirmary Psychiatric 
Clinic, Louisville. 
Dr. Leonard T. Davidson, Louisville, has been elected President 
of the Kentucky Society for the Advancement of Pediatrics. Dr. 


William T. Maxson, Lexington, has been elected Vice-President; 
and Dr. Cathryn C. Handelman, Louisville, has been re-elected 
Treasurer. 


Dr. Dale Maurice Royalty, Lexington, has opened offices there 
for the practice of general and reconstructive surgery, and will be 
associated with Dr. Howard E. Dorton and Dr. Jack G. Webb. 

Dr. Clifford E. Harkey has retired as staff physician of Fort 
Roots Veterans Hospital after 33 years of service. He is a native 
of Graves County. 

Dr. Bert E. Moore is the newly appointed medical director of 
the State Tuberculosis Hospital, Madisonville. 

Dr. A. A. Shaper, St. Matthews, has returned to his practice 
there after release from the armed services. 

Governor Wetherby has appointed an Advisory Committee on 
Mental Hygiene to assist in the improvement of the Kentucky 
mental hospital treatment program. Dr. S. Spaford Ackerly, Louis- 
ville, is Chairman; Dr. Bruce Underwood, Louisville, Dr. John H. 
Rompf, Lexington, and Dr. Robert Charles Smith, Newport, are 
members. 

Dr. Lee Palmer, Louisville, has been appointed a member of the 
National Doctors Committee for Improved Medical Services, an 
organization planning a campaign for more efficiency in the Federal 
medical program. 





LOUISIANA 


Dr. E. L. Zander, New Orleans, was installed President of the 
Louisiana State Medical Society at its meeting in New Orleans in 
May. Dr. William Edward Barker Jr., Plaquemine, was chosen 
President-Elect; Dr. Charles B. Odom, New Orleans, was elected 
First Vice-President; Dr. H. W. Boggs, Shreveport, Second Vice- 
President; Dr. Robyn Hardy, New Orleans, Third Vice-President; 
and Dr. C. Grenes Cole, New Orleans, was re-elected Secretary- 
Treasurer. ‘ 

Dr. William B. Clark, New Orleans, was elected President of 
the Louisiana-Mississippi Ophthalmological and Otolaryngological 
Society at their meeting in Biloxi in May. Dr. W. L. Hughes of 
Jackson, Mississippi, was elected Vice-President and Dr. Edley H. 
Jones, Vicksburg, Mississippi, was re-elected Secretary-Treasurer. 

Dr. Howard Mahorner, New Orleans, has been elected President 
of the Louisiana Chapter of the American College of Surgeons. 

Dr. Edgar Hull, New Orleans, has been installed as President 
of the New Orleans Graduate Medical Assembly, and Dr. Charles 
B. Odom, New Orleans, has been elected President-Elect. Other 
officers include: Dr. J. O. Weilbaecher Jr., First Vice-President; 
Dr. Jules Myron Davidson, Second Vice-President; Dr. W. P. 
Gardiner, Third Vice-President; Dr. W. D. Beacham, Secretary; 
and Dr. Robert F. Sharp, Treasurer. 

The Rudolph Matas Medical Library of the Tulane University 
School of Medicine, New Orleans, has received an anonymous gift 
of $25,000. 

Dr. Karlem Riess, New Orleans, has been elected President of 
the Tulane chapter of the Society of Sigma Xi. Dr. C. A. 
Mackensie, New Orleans, has been elected Vice-President of the 
organizations, and Dr. Walter S. Wilde, New Orleans, Secretary- 
Treasurer. 

Dr. W. D. Beacham, New Orleans, has been elected to member- 
ship in the American Gynecological Society. 

Dr. B. Bernard Weinstein, New Orleans, has been elected an 
honorary member of the Society of Obstetrics and Gynecology of 
Monterey, Mexico. 

Dr. Roy E. de la Houssaye, New Orleans, has been elected Vice- 
President of the Louisiana State Pediatrics Society. Dr. William 
C. Rivenbark, New Orleans, has been elected Treasurer and Dr. 
Jack Strange, New Orleans, has been elected Secretary. 

Dr. Manuel Garberg, New Orleans, has been elected Vice- 
President of the Louisiana Diabetic Association. 

Dr. Howard Mahorner, New Orleans, has been elected President 
of the Louisiana State Branch of the American College of Sur- 
geons. Dr. Robert F. Sharp has been elected Secretary-Treasurer 
of the group. 





MARYLAND 


Dr. C. Lockard Conley, Johns Hopkins University, Baltimore, 
has received a grant of $5,000 from the National Vitamin Founda- 
tion for the study of absorption, utilization and excretion of 
vitamin Bis. 

Dr. ee B. Hardy, Baltimore, has been appointed Director 
of the Bureau of Child Hygiene of the Baltimore City Health De- 
partment. She succeeds the late Dr. M. Alexander Novey to the 
post. 


MEDICAL NEWS Continued on page 34 
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Sound infant formulas 
are measured in 





seem neners wih 


Generous Protein 
Appropriate Fat Content 
~<A, Adequate Carbohydrate 


LACTUM, Mead’s evaporated whole milk—Dextri-Maltose® 
formula, has these three dimensions—with a caloric distribu- 
tion based on authoritative pediatric recommendations. 





1. The milk protein of Lactum, supplying 16% of its total 
calories, provides generously for growth and development. 

2. Milk fat contributes 34% of the calories. 

3. Carbohydrates (lactose and Dextri-Maltose) supply 50% 
of the calories—to provide liberally for energy, permit 
proper metabolism of fat, and spare protein for essential 
tissue-building functions. 

Cow’s milk and Dextri-Maltose formulas with these approxi- 
mate proportions have a background of forty years of suc- 
cessful clinical use. 
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... time-saving convenience 
Lactum feedings are prepared 
simply by adding water. 
A 1:1 dilution provides 
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Full Term Infants 
with Low Fat Tolerance 
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Dr. Maurice C. Pincoffs, Baltimore, has been installed as Presi- 
dent of the American College of Physicians. 


Dr. Curt P. Richter, of Johns Hopkins University, Baltimore, 
has been awarded a research contract by the United States Atomic 
Energy Commission for the study of the part played by the 
adrenals in the ability of rats to withstand radiation effects. Dr. 
Thomas G. Ward of Johns Hopkins has also received a contract 
for study of metabolism of phosphorus in virus-host systems. Dr. 
Jonas S. Friedenwald has received a contract for the study of 
enzymatic histochemistry of the ocular lens 


MIssISSIPPI 


Dr. W. L. Hughes, Jackson, was elected Vice-President of the 
Louisiana-Mississippi Ophthalmological and Otolaryngological So- 
ciety at its annual meeting in Biloxi in May. Dr. Edley H. Jones, 
Vicksburg, was re-elected Secretary-Treasurer. Dr. William B. 
Clark, New Orleans, Louisiana, was elected President. 

Dr. P. K. Thomas Jr.. Tupelo, has opened offices there for 
the practice of obstetrics and gynecology. 


MISSOURI 


Dr. Evarts A. Graham, Professor of Surgery at the Washington 
University School of Medicine, St. Louis, was honored by a dinner 
given by a group of his former students at the annual meeting of 
the American Association for Thoracic Surgery at the Chalfonte- 
Haddon Hall in Atlantic City in June. 

Dr. David Littauer, Kansas City, has been elected First Vice- 
President of the Midwest Hospital Association. 

Information on the annual convention of the General Practi- 
tioners Study Club International, which will be held in Rome, 
Italy, September 12-15, 1951, can be obtained from Dr. John 
O’Connell, 10300 Lackland Road, St. Louis County, 14. 

Dr. Avery P. Rowlette, Moberly, has been elected President of 
the Hogden Surgical Club. Members of the club have all been 
house officers of St. Louis City Hospital 
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Dr. Paul Murphy, St. Louis, has been elected President of the 
Missouri Tuberculosis Association. 

Menorah Hospital, Kansas City, has opened a new psychiatric 
unit which is staffed by a qualified psychologist, psychiatric social 
worker and occupational therapist. It can accommodate 32 patients. 

Di. George H. Jones, Kansas City, was named ‘General Prac- 
titioner of the Year,” by the Greater Kansas City Academy of 
General Practice at a dinner in his honor May 24. 

Dr. E. E. Glenn, Springfield, has been elected President of the 
Missouri State Chapter of the American College of Chest Phy- 
sicians. Dr. L. E. Wood, Kansas City, has been elected President- 
Elect; Dr. A. J. Steiner, St. Louis, has been elected Secretary- 
Treasurer; and Dr. J. S. Hoffman, Kansas City, has been elected 
program chairman. 

Dr. L. R. Sante, professor of radiology at St. Louis University 
School of Medicine, has presented the school with 1,500 miniature 
roentgenographs to be used in teaching the principles of Roent- 
genological Interpretation. 


NORTH CAROLINA 


Dr. David Cayer and Dr. W. E. Cornatzer, Bowman Gray School 
of Medicine, Winston-Salem, received the Group I Silver Medal 
at the American Medical Association meeting in Atlantic City in 
June for their scientific exhibit on the “Role of Lipotropic Agents 
in Liver Disease A Study of Phospholipide Synthesis Using Radio- 
phosphorus.” 


The annual Southern Pediatric Seminar was held at Saluda, July 
16-18, and is being followed by a graduate course in obstetrics 
and gynecology which began July 30 and lasts through August 4. 
The seminar was especially for general practitioners. 


Dr. Nathan A. Womack, formerly head of the department of 
surgery at the University of Iowa, Iowa City, has been appointed 
professor and head of the department of Surgery at the University 
of North Carolina School of Medicine. A four-week course in 
medical mycology was begun at the Duke University School of 
Medicine during the first week in July. Dr. Norman F. Conant, 
professor of mycology and Director of the Fungus Registry, is 
directing the course. More than 20 scientists from all over the 
world are enrolled in the course. 


Continued on page 38 














THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 


(The Pioneer Post-Graduate 
EYE, EAR, NOSE and THROAT 


A combined full-time course covering an academic year (9 
months). It consists of attendance at clinics, witnessing 
operations, lectures, demonstration of cases and cadaver 
demonstrations; operative eye, ear, nose and throat on the 
cadaver; head and neck dissection (cadaver): clinical and 
cadaver demonstrations in bronchoscopy, laryngeal surgery 
and surgery for facial palsy; refraction; radiology; path- 
ology; bacteriology: embryology: physiology, neuro-anatomy : 
anesthesia; physical medicine: allergy; examination oi 
patients preoperatively and follow-up postoperatively in the 
wards and clinics. Also refresher courses (3 months). 


UROLOGY 
A combined full-time course in Urology, covering an 
academic year (8 months). It comprises instruction in 
pharmacology; physiology: embryology: biochemistry; bac- 
teriology and pathology: practical work in surgical anatomy 
and urologic>! operative procedures on the cadaver; regional 
and general anesthesia (cadaver); office gynecology: proc- 
tological diagnosis; the use of the ophthalmoscope: physical 
diagnosis; roentgenological interpretation: electro-cardio- 
graphic interpretation: dermatology and syphilology ; neu- 
ology; physical medicine; continuous instruction in cysto- 
endoscopic diagnosis and operative instrumental manipula- 
tion; operative surgical clinics; demonstrations in the 
operative instrumental management of bladder tumors and 
other vesicle lesions as well as endoscopic prostatic resection. 





Medical Institution in America) 


FOR THE GENERAL SURGEON 


A combined surgical course comprising general surgery, 
traumatic surgery, abdominal surgery, gastroenterology, 
proctology, gynecological surgery, urological surgery. Attend- 
ance at lectures, witnessing operations, examination of 
patients preoperatively and postoperatively and follow-up 
in the wards postoperatively. Pathology, radiology, physical 
medicine, anesthesia. Cadaver demonstrations in surgical 
anatomy, thoracic surgery, proctology, orthopedics. Opera- 
tive surgery and operative gynecology on the cadaver. 


RADIOLOGY 

A comprehensive review of the physics and higher mathe- 
matics involved, film interpretation, all standard general 
roentgen diagnostic procedures, methods of application and 
doses of radiation therapy, both x-ray and radium, standard 
and special fluoroscopic procedures. A review of derma- 
tological lesions and tumors susceptible to roentgen therapy 
is given, together with methods and dosage calculation of 
treatments. Special attention is given to the new diagnostic 
methods associated with the employment of contrast media 
such as bronchography with Lipiodol, uterosalpingography, 
visualization of cardiac chambers, perirenal insufflation and 
myelography. Discussions covering roentgen departmental 
management are also included. 


FOR INFORMATION ADDRESS 
THE DEAN. 345 WEST SOTH STREET. NEW YORK 19. N. Y. 
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When it comes to explosion-proof safety... 


MEET SURGERY'S No.1 LIGHT 






















a 
4 : List in glare-free quality of illumination. In the 


reduction of eye-fatiguing contrasts to a 
practical minimum, the surgeon enjoys 
i clearer perception . . . faster. 


y * 
f ' dist for safe use in the surgery. Explosion-proof 


construction details—conforming to Safe 
; Practice code of Underwriters’ Laboratory 
—contribute to the safety of both patient 
and surgical team. 


Fi 
iist in flexibility, simplified operation and bal- 


anced construction. Directional changes 
can be made by circulating nurse with 
finger-tip ease and speed. 


J | 


Available Models of Portable 
EXPLOSION-PROOF Safelights 
with 17” Light Head. 


No. 51... with conventional counter- 
balanced arm 


No. 52... counterbalanced telescopic 
height control 


No. 53... wall mounting 


No. 54... ceiling suspended 


Ask your dealer or WRITE TODAY 


for complete specifications 


WILMOT CASTLE COMPANY 
1282 University Ave. Rochester 7, N. Y. 
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the liquid \ magnet 











In diarrheas, Kaopéctate* acts as a 


“liquid magnet”, adsorbing and re- 
moving bacteria and toxins. At the 
same time it coats and protects irri- 
tated intestinal mucosa, and it con- 
solidates watery stools. For the 
common diarrheas (e.g. those associ- 
ated with dietary indiscretions and 


food spoilage), 


*Kaopectate* 


Each fluidounce contains: 


ED 555504. eb deinen 90 grs. 


(a ee 2 grs. 


Available in 10 fluidounce bottles. 


* Trademark, Reg. U.S. Pat. Off. 


Medicine... Produced with care... Designed for health 


THE UPJOHN COMPANY. KALAMAZOO, MICHIGAN 
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spasm 


Tension of body and mind whether of central or 
autonomic origin finds a safe, pleasant antidote in 
Barbidonna. This logical combination of the natu- 
ral belladonna alkaloids and phenobarbital affords 








the smooth spasmolysis . . . the balanced sedation yes Each tablet or fluidram (4 cc.) of 
4 ixir contains: 

. . . $o essential for rapid control of smooth muscle Phenobarbital... . . . 16.0 mg. (% gr.) 

spasm in the gastro-intestinal, cardiovascular, re- Belladonna Alkaloids . . .. . . 0.134 meg. 
: ° ° (approximately equivalent to % gr. belladonna 

spiratory or urogenital tracts and psycho-tension of leaves or 7 min. Tr. belladonna) 

the central nervous system. Write today for further Tablets: in bottles of 100, 500 and 1000 

b . ° Elixir: in bottles of 1 pint and 1 gallon 

information and a professional sample. 








BARBIDONNA 


VANPELT & BROWN, INC. Pharmaceutical Chemists RICHMOND, VIRGINIA 
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Dr. W. C. Davison, dean of the Duke University School of 
Medicine, Durham, recently returned from a six-week inspection 
of the Atom Bomb Casualty Commission in Japan. Dr. Grant 
Taylor, assistant dean at Duke, now on leave, is chief of the Atom 
Bomb Casualty Commission. 


Dr. Clarence E. Gardner Jr., professor of surgery at the Duke 
University School of Medicine, Durham, has been elected to the 
examining board of the American Board of Surgery. Membership 
on the board is limited to 13 surgeons in the United States. Dr. 
Gardner will serve for six years, and is the representative from 
the Southern Surgical Association. 


Dr. Louisa C. Littleton, Statesville, has opened offices there for 
practice limited to infants and children. 

Dr. Hubert B. Haywood Jr., has opened offices in Raleigh. He 
will practice ophthalmology. 


OKLAHOMA 


Dr. R. Palmer Howard, formerly of Montreal, Canada, has been 
appointed a member of the staff of the Oklahoma Medical Research 
Institute and Hospital, Oklahoma City. Dr. Palmer was formerly 
demonstrator in medicine at McGill University Faculty of Medicine 
in Montreal. He will be associated with Dr. Edward C. Reifen- 
Stein Jr., director of the Oklahoma institute and head of the section 
on metabolic alterations. 


Dr. Leonard P. Eliel, formerly with the Sloan-Kettering Institute, 
New York, has joined the Oklahoma Medical Research Foundation, 
Oklahoma City, to conduct studies in fluid balance as it relates to 
the use of cortisone and ACTH. Dr. Eliel is the sixth permanent 
member of the foundation research staff. 


Dr. H. K. Speed, Shawnee, has been appointed post surgeon for 
the Shawnee Veterans of Foreign Wars. 

Dr. R. B. Gibson and his son, Dr. R. W. Gibson, Ponca City, 
recently opened a new clinic there. 

Dr. James H. Rawlins, formerly of Pawnee, is now an attending 
physician in the clinic of the Enid General Hospital. 

Dr. R. A. Whiteneck, Waynoka, recently completed a course in 


surgery and gynecology at the Cook County Graduate School of 
Medicine, Chicago. 
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Dr. C. H. Cooke, Perry, has been re-elected President of the 
Perry Board of Education. 

Dr. C. E. Woodward, a graduate of the University of Oklahoma 
School of Medicine, is now practicing in Drumright. 

Dr. Raymond J. Dougherty, Perry, has been elected President 
of the staff of the new Perry Memorial Hospital. 


SOUTH CAROLINA 


Dr. J. D. Guess, Greenville, was installed as President of the 
South Carolina Medical Association at the recent meeting of the 
organization. Dr. Lawrence Thackston, Orangeburg, was elected 
President-Elect; Dr. J. B. Latimer, Anderson, Vice-President; Dr. 
N. B. Heyward, Columbia, was re-elected Secretary; Dr. J. H. 
Stokes, Florence, Treasurer; and Dr. J. P. Price, Florence, dele- 
gate to the American Medical Association. 

Three new members have been elected to the Council of the 
South Carolina Medical Association. They are: Dr. Charles Wyatt, 
Greenville; Dr. C. Bozard, Manning; and Dr. James H. 
Grassette, Orangeburg. 

The Council of the South Carolina Medical Association has 
voted to contribute $10,000 to the National Education Foundation 
of the American Medical Association. The action has been approved 
by the House of Delegates of the Association. 

Dr. A. C. Alston, Greenwood, recently began a two-year resi- 
dency in surgery at the Wycoff Heights Hospital, New York. 

Dr. Harold Jervey, Columbia, recently opened offices there. 

Dr. James W. Wideman, now a resident in surgery at the McLeod 
Infirmary, Florence, will become chief of surgery at the James 
L. Martin Hospital, Mullins, upon completion of his residency. 

Dr. William H. Prioleau, Charleston, has been elected President 
of the South Carolina Surgical Society. Dr. C. R. F. Baker, 
Sumter, has been elected Vice-President; and Dr. William C. 
Cantley, Columbia, has been re-elected Secretary-Treasurer. 

A portrait of the late Dr. S. Watson Talbert, Columbia, has been 
presented to the Columbia Hospital at William Weston Hall. 

Dr. Charles Thomas, Greenville, recently completed Board 
Examinations for the American Board of Orthopedics and is now 
a Diplomate. 


Continued on page 40 











POSTGRADUATE COURSE 


In 


MEDICINE AND SURGERY 
for 


GENERAL PRACTITIONERS 


Emory University School of Medicine In Cooperation 
With The Medical Association of Georgia 


October 8-12, 1951 


Registration Fee $10.00 


The course is designed to present current ideas concerning the diagnostic 
and therapeutic problems of general practice and can be used in meeting part 
of the requirements for membership in the American Academy of General 


Practice. 


Applications for enrollment will be accepted from doctors other than those 


located in the State of Georgia. 


Limit 200 


Send Requests for enrollment to: 
Director of Postgraduate Education 
Emory University School of Medicine 


36 Butler Street, S.E. 


Atlanta 3, Georgia 
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blood-building iron tonic! 


Bj2 activity of at least 12 micrograms of vitamin Bj2 per oz. 
as determined by microbiological assay. 


Hematinic quantities of iron (ferrous gluconate). 





B complex vitamins—well in excess of known 
minimum daily requirements. 


And it’s pleasant tasting! 


ELIXIR CAPSULES 
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IRON B COMPLEX WITH By ACTIVITY 
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UNIVERSITY of PENNSYLVANIA 
GRADUATE SCHOOL OF MEDICINE 


2nd Annual Course 


CURRENT ADVANCES IN MEDICINE 
AND SURGERY 


For Specialists and General Practitioners 
September 24-28, 1951 


A comprehensive 5-day course with 
10 symposia and choice of 40 panel 
discussions covering current ad- 
vances in medicine, surgery and the 
major specialties. 
For information address: 
The Dean, Graduate School of Medicine, Room 236 
UNIVERSITY OF PENNSYLVANIA 
Philadelphia 4, Pa. 
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Dr. Sam M. King, Greenville, has been transferred from the 
Donaldson Air Force Base to Langley Air Force Base in Virginia. 

Dr. Thomas L. Martin, a native of Pelzer, has opened offices 
in Greenville for the practice of Radiology. 

Fifty-seven graduating students received their M.D. degrees 
from the Medical College of South Carolina last June. Dr. J. 
Decherd Guess, as President of the South Carolina Medical Society, 
delivered the commencement address. 

Dr. John Chrisman Hawk Jr., of Charlottesville, Virginia, has 
been appointed Director of the Cancer Clinic and associate in 
surgery at the Medical College of South Carolina. 

Dr. William Cyril O'Driscoll, professor of anatomy at the 
Medical College of South Carolina, plans to retire this year. 

Dr. Charles L. Mache, Buffalo, New York, has arrived in 
Charleston where he is to be in charge of the Fort Johnson cardiac 
disease hospital. 

Dr. Henry J. Bayon, a native of New Orleans, Louisiana, is now 
practicing in Columbia. 

Dr. Samuel Arthur Heaton Jr., has opened offices in Newberry 
for the practice of general medicine. 

Dr. Richard S. Pollitzer has associated with Dr. William N. 
Cochran in Spartanburg for the practice of internal medicine. 


TENNESSEE 


Dr. W. N. Cook, Columbia, has been installed as President of 
the Middle Tennessee Medical Association. Dr. J. T. Boykin, 
Murfreesboro, has been elected President-Elect; Dr. B. F. Byrd 
Jr., Nashville, re-elected Secretary-Treasurer; and Dr. E. B. Clark, 
Sparta, was elected a trustee for a three-year period. 

Dr. Owsley Manier, Nashville, has been elected President of 
the Nashville Society for Internal Medicine. Dr. Jack Wither- 
spoon has been elected Vice-President, and Dr. Thomas Frist has 
been re-elected Secretary-Treasurer. 

Dr. John T. Mason, McMinnville, is the new chairman of the 
Warren County Board of Health. . 


Continued on page 42 











NUMOROIDAL SUPPOSITORIES 


Soothing the Hemorrhoidal Area... Analgesic, vasoconstrictive medication 
in contact with the entire hemorrhoidal zone is provided in Numoroidal 
Suppositories. The special emulsifying base mixes with the secretions to 


assure coverage of the rectal area. 


Convenient: Individually packed. No refrigeration necessary. 


Formula: ephedrine hydrochloride 0.22%; benzocaine 5.00%, in a special emulsifying base. 
Average weight of 1 suppository—1.8 Gm. 


Boxes of 12 


NUMOTIZINE, Inc., 900 North Franklin Street, Chicago 10, Illinois 
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“must be highly recommended for the 


rapidity of its healing action”' 











OINTMENT 
ge 


the pioneer external “ 
cod liver oil therapy 


infants with diaper rash 
‘“‘were completely cured by 
modified cod liver oil ointment 
(Desitin), in from two to seven 
days’’. The clinical report! notes 
“rapid healing, without exception, 
of the most excoriated buttocks.” 


protective e soothing e healing 


in diaper rash, exanthema 
intertrigo, chafing, irritation 
(due to urine, excrement, chemicals or friction) 


DESITIN OINTMENT is a sSelf-sterilizing blend of high 
grade, crude Norwegian cod liver oil (with its unsatu- 
rated fatty acids and high potency vitamins A and 
D in proper ratio for maximum efficacy), zinc oxide, 
talcum, petrolatum, and lanolin. Does not liquefy at 
body temperature and is not decomposed or washed 
away by secretions, exudate, urine or excrements. 
Dressings easily applied and painlessly removed. 
Tubes of 1 oz., 2 0z., 4 0z., and 1 Ib. jars. 






write for samples and reprint 


eeeenveeveeeeeveeeeeeeeeeeeeeeeeeeveeseseeeeeeeeee eee 


DESITIN cHemicat COMPANY 70 ship Street © Providence 2,R.1. 


1. Behrman, H. T., Combes, F. C., Bobroff, A., and 
Leviticus, R.: Ind. Med. & Surg. 18:512, 1949. 


DESITIN OINTMENT serves to ease pain, inhibit infection, 
stimulate healthy granulation, and accelerate smooth epitheliza- 
tion even in stubborn, slow healing wounds, ulcers and burns. 
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Relief of Pain 


Nerve Block With 


DOLAMIN 


LOW BACK and LOWER QUADRANT PAIN 
POST-HERPETIC PAIN 
OCCIPITAL NEURALGIA 
SCIATIC PAIN 
SELECTED CASES of 
MIGRAINE SEGMENTAL NEURALGIA 


Persistent post-operative pain is often due to 
segmental neuralgia. Most of these patients 
can be controlled.* 

*Judovich & Bates. 


RELIEF of PAIN in ANGINA PECTORIS 
Treatment by injection of stellate ganglia 
with Dolamin and Procaine. 

“Angina Pectoris.—Stubbs and Woolsey treated 18 pa- 
tients with angina pectoris by bilateral injection of the 
stellate ganglion with buffered ammonium sulfate solu- 
tion. . . . There were no therapeutic failures and no 
deaths. . Bilateral stellate ganglion injection with 
buffered ammonium sulfate solution is a simple, quick 
and effective method for relief of severe angina 
pectoris.”” 

The Journal of the American Medical Association, Vol. 
144, No. 12, P. 1032. 

“. . . Our results may be summarized by recounting that 
eighteen patients were blocked thirty-one times during 
the course of a year. The results were excellent in 
thirteen cases or 72 per cent: fair in five cases or 28 
per cent; and there was no failure.”’ 

Southern Medical Journal, Vol. 43, No. 8, P. 675-678, 
“Angina Pectoris, Treatment by Injection of Stellate 
Ganglia with Ammonium Sulfate,”” by James B. Stubbs, 
M.D., and Robert Dean Woolsey, M.D. 


FORMULA 


Ammorium § sulfate 0. 
Benzyl alcohol 0 
Sodium chloride 0. 
Ph adjusted to 7.2 with NH,OH 
HzO qs. Ad. “ 





Supplied: 10 ¢.c. ampuls 
in packages of 12, 25, and 100. 


PROFESSIONAL SAMPLE 


We will gladly forward a professional sample and re- 

print of the article in Southern Medical Journal on 

request. If you prefer, write name and address on 

margin of this page and mail to Medical Service Dept., 

ad Laboratories, Inc., 428 S. 13th St., Philadelphia 
> oe 





PHILADELPHIA 47, PA. 
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Dr. Edward T. Newell Jr., Chattanooga, has been elected Presi- 
dent of the Association of Surgeons of the Southern Railway 
System. Dr. J. Marsh Frere Sr., Chattanooga, has been elected 
Secretary of the Association. 

Dr. H. D. Bruner of the Oak Ridge Institute of Nuclear Studies 
has been elected Chairman of the Southeastern Section of the 
Society for Experimental Biology and Medicine. 

Dr. William T. Pride, professor of obstetrics and gynecology 
at the University of Tennessee College of Medicine, Memphis, 
since 1933, has been awarded the title of professor emeritus by 
the college. 


Dr. Frederic Russell Steggerda, Urbana, Illinois, is serving as a 
visiting professor of physiology at the University of Tennessee 
Medical Units for the summer quarter. Other visiting professors 
in anatomy are: Dr. James A. Leathem, New Brunswick, New 
Jersey; Dr. G. Gordon Robertson, Dallas, Texas: Dr. Robert L. 
Bacon, Stanford University, California: and Dr. Donald L. Still- 
well, also of Stanford University. 


TEXAS 


Dr. Charles Denton Kerr, Houston, has been appointed a mem- 
ber of the National Doctors Committee for Improved Federal 
Medical Services. 

A fellowship for work in the Tissue Culture Laboratory of 
the University of Texas Medical Branch, Galveston, has been 
established by the Ferris and Florence Smith Foundation for Plastic 
Surgical Research, Grand Rapids, Michigan. Dr. Charles M. 
Pomerat (Ph.D.), will conduct the research. 





VIRGINIA 


Dr. William R. Bond, Richmond, has recently affiliated with 
the A. H. Robins Company, Inc., as Director of Clinical Research. 
Dr. Bond is a graduate in medicine from the Medical College of 
Virginia (1928) and has been closely identified with the college 


Continued on page 46 








UNIVERSITY of PENNSYLVANIA 
GRADUATE SCHOOL OF MEDICINE 


GRADUATE STUDIES IN THE 
CLINICAL SPECIALTIES AND 
BASIC MEDICAL SCIENCES 


Eight Month Courses Beginning October 1, 1951 


Anesthesiology Orthopedics 
Basic Medical Sciences Otolaryngology 
Dermatology-Syphilology Pediatrics 
Gastroenterology Physical 
Gynecology-Obstetrics Medicine 
Internal Medicine Radiology 
Neurology-Psychiatry Surgery 
Ophthalmology Urology 
Following completion of the above 


basic courses students may become can- 
didates for the degree of M.Sc. (Med.) 


For information on these and other courses address: 
The Dean, Graduate School of Medicine, Room 236 
University of Pennsylvania, Philadelphia 4, Pa. 
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VERILOID-VPM 


Veritoin Ruenosarsitat MANNITOL HEXANITRATE 





IN ALL DEGREES OF HYPERT 


st Especially When Side Actions 
Are An Obstacle to Balance 


For the patient who exhibits low tolerance to Veriloid or in 
whom dosage regulation has proved difficult, Veriloid-VPM usually 
makes possible adequate therapy with virtual freedom from side 
actions. 

This combination of Veriloid (2 mg.), phenobarbital (15 mg.), 
and mannitol hexanitrate (10 mg.) is indicated in the treatment 
of all forms of hypertension, regardless of severity. It combines 
the potent hypotensive action of Veriloid—a unique fraction of 
Veratrum viride—the sedative influence of phenobarbital, and the 
vasodilating effect of mannitol hexanitrate. Veriloid-VPM broad- 
ens the scope of hypotensive therapy, enabling many more patients 
to benefit from this outstanding hypotensive agent. 

The average dose of Veriloid-VPM is one 
to one and one-half tablets four times daily, 
after meals and at bedtime. See brochure 


(available on request) for complete details on ES: iE 
dosage and administration. Available on pre- a OF the phyai., 
scription only in bottles of 100, 500 and 1,000. Vent n Verilo ae Who prefer, 

ab nd 3 Vailable 


. , e 

A 0 stan’: Veriloid han’ ‘ Mg. Cored 
RIKER L B RATORIES, INC. of all qe TeSults in produce 2 
8480 BEVERLY BLVD., LOS ANGELES 48, CALIFORNIA Pressure ws; /OWering tn, 


rin 
Postura] - hout & the lood 


r Os 
no . “exe of 
Tmal living S So necessary > sn 
‘ or 





4°. *Trade-Mark of Riker Laboratories, Inc. 
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DEPENDABLE 


Brewers’ Yeast is the protein food, which contains in addition 
the B vitamins in high amounts and the factors which act in the 
relief of Pellagra. When the properly made grain-grown yeast is 
dried and economically distributed, it furnishes a valuable and 
economical source of balanced proteins for the every-day diet, as 
well as the needed B vitamins. So used, this food yeast aids in the 
prevention of Pellagra, and insures the daily needed B vitamins. 


Pellagra is but one use for the yeast. It is being increasingly 
used in nutritional disorders where the physician wishes to be 
sure of enough vitamin B along with the other diet indicated. 


VITA-FOOD Green Label, widely used for pellagra, and VITA- 
FOOD Red Label, in general practice, continue to be dependable 


sources of the needed whole of the entire vitamin B complex, with 
a record unexcelled in nutrition and medicine. 


VITAMIN FOOD CO. INC. 


187 Sylvan Avenue Newark 4, N. J. 























NASHVILLE 


POST - GRADUATE MEDICAL ASSEMBLY 
Maxwell House Hotel Oct. 3-4-5, 1951. Nashville, Tennessee 


SOME OF THE OUTSTANDING SPEAKERS TO BE PRESENTED ARE: 


Dr. John Martin, Northwestern University, Chicago - 

Dr. Keith S. Grimson, Duke University, Durham _.. 

Dr. Warren W. Quillian, Miami, Florida... 

Dr. Edgar Hull, Louisiana State University, New Orleans. 

Dr. Harold A. O'Brien, Southwestern Medical sein Dallas 
Dr. M. Edward Davis, University of Chicago... esate 

Dr. R. J. Crossen, Washington University, St. Louis eat a 

Dr. Michael L. Mason, Northwestern University, Chicago... 

Dr. Freeman McConnell, Wichita, Kansas... 


Dr. Tinsley Harrison, University of Alabama M ed. School, Birmingham... 


Dr. Jack G. Kerr, Southwestern Medical College, Dallas... 


Dr. A. McGehee Harvey, Johns Hopkins University School of Medicine. 


....Neurosurgery 
En  : Surgery 
es Pediatrics 
caine Medicine 
-..........Urology 
eee Obstetrics 
....Gynecology 

taupe Surgery 

. Audiology 


aS: Medicine 


Proctology 
Medicine 


Guest Entertainer:—Franz Polgar—''What's on Your Mind?" 
Lectures, symposia, round-table luncheons, annual dinner, entertainment and technical exhibits 


(All inclusive registration fee—$15.00) 


Assembly concludes on evening before Alabama-Vanderbilt Football Game 


Tickets available for early registrants. 


FOR DETAILS, WRITE: 


EXECUTIVE SECRETARY. 647 DOCTORS BLDG... NASHVILLE 3. TENN. 
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When bathing suits are taken out of 
mothballs, your patients become 
more conscious of unsightly excess 
weight. AM PLUS affords quicker, 
more effective and safer loss of weight. 





Dextro-Amphetamine Sulfate plus Minerals and Vitamins 


ALL IN ONE CAPSULE 


DEXTRO-AMPHETAMINE SULFATE......... 5 mg 
eo Re eee ee .. 242 mg. 
ies voiina s+ peti an eabanet «aati 0.1 mg. 
iin soa eS ws ki neon ah ae oe 1 mg. 
MS cad Onc s6cax yeh eeekaoea ae 0.15 mg. 
ee ee MES oy cee 3.33 mg. 
ee sree eye Le 0.33 mg. 
Molybdenum.................. 0.2 mg. 
A ree Oe en re 2 mg. 
i SER OO ree oe ee 187 mg. 
PN i. 5s ETRE ae ee 1.7 mg. 
Pas sos, Se eee 0.4 mg. 
Vitamin A (Synthetic). ........ 5000 U.S.P. Units 
Vitamin D (Irradiated Ergosterol) 400 U.S.P. Units 
Thiamine Hydrochloride............... 2 mg. 
a ne See eee 2 mg. 
Pyridoxine Hydrochloride............ 0.5 mg. 
Pe iS ie ee 20 mg. 
Pe ee 
Calcium Pantothenate..............5.. 3 mg. 


Available at all prescription pharmacies 


J. B. ROERIG AND COMPANY, 536 LAKE SHORE DRIVE, CHICAGO 11, tkL. 
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What 
to look for in an 
electrocardiograph 


today -———y 


> 
When you plan to buy an ECG, you may find 
that various makes ‘‘look alike’’ to you. 
Further consideration, however, reveals 
important differences. Listed below 
are the things that make up these 
differences— and also make the 
Viso Cardiette today’s fore- 
most electrocardiograph. 


LEADERSHIP 


thus acknowledge Viso leadership, but don't reach 


Imitators of original Sanborn features 


Viso standards. 


DEPENDABILITY Making ECGs is not new to 


Sanborn Company — there's 28 years’ development 


behind each Viso, and over 10,000 Visos in use today. 


QUALITY Only the finest materials and workman- 
ship, found in the Viso, provide the precision that 
heart testing demands. The Viso is the FIRST ECG 
accepted by the Underwriters’ Laboratories. 


ACCURACY — The Viso meets all recognized ECG 
standards, exceeds many of them. The FIRST to be 
accepted by the AMA Council 


SERVICE 


ously 


Thirty-one Sanborn offices assure continu- 


available expert service.and close source 


of supply. And, you have constant contact by mail 


with the designers themselves. 
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over the years. Dr. 
associations of the 
Association. 

Dr. S. W. Britton, Professor of Physiology at the University of 
Virginia Department of Medicine, Charlottesville, has been ap- 
pointed Visiting Professor of Endocrinology at the University of 
Nigeria, British West Africa. He will leave in February 1952, and 
will retire from the University Faculty at the end of the year. 

Dr. George Cooper Jr., Associate Professor of Roentgenology at 
the University of Virginia Medical College, Charlottesville, has 
been awarded the American Cancer Society’s 1951 Medal for 
his contributions to the control of cancer. 

Dr. Fletcher D. Woodward, Professor of Otolaryngology, and 
Dr. James M. Mullendore, director of the Speech and Hearing 
Center, University of Virginia Medical College, are directing the 
organization of the new Virginia Hearing Foundation at the 
University. 

Dr. G. Slaughter Fitz-Hugh, Clinical Assistant Professor of 
Otolaryngology at the University of Virginia Medical College, 
Charlottesville, has succeeded Dr. Fletcher D. Woodward as 
Chairman of the Department of Otolaryngology. Dr. Woodward 
retired from the position after 26 years of service. 

Dr. Douglas E. Bragdon, Assistant Professor of Anatomy at the 
University of Virginia Medical College, has received a grant for 
studies on the corpora lutea of ovoviviparous snakes by the Com- 
mittee on Research in Problems of Sex of the National Research 
Council. 


Mr. Henry S. Johnson, Richmond, Executive Secretary, Treas- 
urer and Director of Public Relations for the Medical Society of 
Virginia, died May 21. 

Dr. R. Coleman Longan Jr., Richmond, has been elected Presi- 
dent of the Neuropsychiatric Society of Virginia. Other officers 
include: Dr. James B. Funkhouser, Richmond, Vice-President; Dr. 
Frank Strickler, Roanoke, Secretary-Treasurer; Dr. Walter O. 
Klingman, Charlottesville, Executive Officer; and Dr. Granville 
Jones, Williamsburg, Executive Officer. 

The new $2,500,000 King’s Daughters’ Hospital in Staunton was 
opened recently. It is a 117-bed building which is situated at the 
northern outskirts of the city. 


Bond is a member of the leading medical 
country, including the Southern Medical 


Continued on page 48 





FOR SALE 


Rest home in good location; can 
accommodate 25 or more patients; 
modern equipment in first-class con- 
dition; terms are desirable. Mrs. 


Mabel Wiegleb, P. O. Box 194, St. 


Matthews, Kentucky. 
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when pregnancy. io contraimdialid. — 















here is important news 
about conception control: 


When the Contraceptive Clinic of a famous University 
Medical Center announces that it has discarded the 
jelly-diaphragm technic in favor of the simple 


LOROPHYN® SUPPOSITORY technic— 


that is really important news! 


the explanation: 


Studies in this clinic proved that the efficacy of 
LOROPHYN SUPPOSITORIES was equal to that of the 
diaphragm-jelly technic.* 

Such efficacy is a result of several factors: spermicidal 
effectiveness, barrier action, and the ease and 


simplicity of the LOROPHYN SUPPOSITORY technic 






which favor regular, accurate use. 


Lorophyn Suppositories N.N.R. contain phenylmercuric ~ 
acetate 0.05% and glyceryl laurate 10% in a water-dis- 
persible, synthetic wax base. Hermetically sealed in foil 
to prevent leakage in hot weather. 


*Eastman, N. J.: Further Observations on a Suppository ‘ 
as a Contraceptive, South. M. J. 42:346, 1949. 


Eastman, N. J. & Seibels, R. E.: Efficacy of the Suppository 
‘ Tapa. of Jelly Alone as Contraceptive Agents, J. A. M. A. 


\ Reprints on request. 
“a, EATON LABORATORIES, INC. 
Pen NORWICH, NEW YORK 


— 


Pen» son tunst: 


ee et a 
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arush 
of fresh blood 
to painful areas 





... that’s how 


ANALGEMUL 


(TILDEN) 
a liquid analgesic balm brings hours 
of comforting warmth in... 
neuralgias, 
myalgias 
arthritis 


and 
, rheumatism 


ANAL GEMOS 




















ANALGEMUL 


(Tilden) is a pleasant emulsion of 
Camphor, Menthol, and Methyl Sali- 
cylate in a vegetable, non-greasy 
base. 


Physicians are invited to send for 
SAMPLE of this highly effective, readily 
absorbed, penetrating, mild counter- 
irritant. 


Supplied in pint and gal- 
lon bottles. Stocked by 
all wholesale druggists. 


The TILDEN Company 


New Lebanon, N. Y. @ St. Louis 3, Mo. 


The Oldest Manufacturing Pharmaceutical 


House in America @ Founded 1824 
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The American Society for Pathology and Laboratory Medicine © 
has elected Dr. William D. Dolan, Arlington, President; Dr. Arnold 
Rawson, Norfolk, Vice-President; and Dr. Martin L. Dreyfuss, 
Clifton Forge, Secretary-Treasurer. 

Dr. S. D. Gardner, Henrico, has been appointed Henrico jail 
physician to succeed Dr. A. P. Trayham who resigned after 27 
years of service and who plans to set up a practice at Sweet 
Springs, West Virginia. 

Dr. R. Finley Gayle Jr., Richmond, has been re-elected Secre- 
tary of the American Psychiatric Association. 





WEST VIRGINIA 


The School of Medicine at West Virginia University, Morgan- 
town, has been awarded a $3,000 grant for research in heart disease 
by the board of directors of the West Vi-ginia Heart Association. 

More than $25,000 was collected in West Virginia during the 
1951 Heart Fund Drive. 

Dr. David C. Prickett, Weston, has been elected President of 
the West Virginia Public Health Association. 

Dr. James S. Kessel, Ripley, is now in Germany on active duty 
with the army. 

Dr. Robert L. Calvert, formerly of Charleston, will continue in 
general practice at his new location at Amigo in Raleigh County. 

Dr. John S. Guerrant has moved from Beards Fork to Madison 
where he will continue in general practice on the staff of the 
Glover Clinic. 

Dr. Max Harris, Elkins, will continue in general practice at 
Pursglove, his new location. 

Dr. A. C. Chandler, Charleston, has been elected President of 
the West Virginia Academy of Ophthalmology and Otolaryngology. 
Dr. M. H. McGehee, Huntington, has bzen elected President- 
Elect; Dr. J. K. Stewart, Wheeling, Second Vice-President; and 
Dr. Keith E. Gerchow, Morgantown, Treasurer. Dr. Ben W. Baird 
Jr., Princeton, has been re-elected Secretary. 


Dr. Houghton W. Baxley, former manager of the Veterans Admin- 
istration hospital in Fort Benjamin Harrison, Indiana, has been 
appointed manager of the Huntington Veterans Administration Hos- 
pital. He succeeds Mr. Samuel R. Goodwin. 





Classified Advertisements 








FOR IMMEDIATE SALE—Complete office equipment for the 
general practitioner including practically new modern office, con- 
sultation and examining room furnishings and instruments with 
new Picker Century x-ray and fluroscopic unit with 60 ma double 
focal spot tube and all accessories. Also routine laboratory equip- 
ment and microscope Would prefer to sell intoto, but will consider 
offers for individual parts. A real saving to the man who needs all 
of these items. Contact Dr. D. L. Phillips, Spruce Pine, North 
Carolina. 





PHYSICIANS interested or trained in pediatrics or public health 
needed in Health Department; $5907 to $9207; Civil 
Service, Pension. Write Dr. E. R. Krumbiegel, Commissioner of 
Health, Milwaukee, Wisconsin. 


Salary 





POSITIONS open for experienced X-Ray Technician and Operating 
Room Supervisor. New 150-bed hospital. 
Baptist Hospital, Pensacola, Florida. 


Contact Administrator, 





PHYSICIAN and SURGEON needed by Smithville, Lee County, 
Georgia. Attractive bonus offer from citizens in addition to income 
from practice to right man. Contact Smithville Garden Club, Mrs. 


Tom Burton, Treasurer, Smithville, Georgia. 





RESIDENCY in orthopedics, available immediately. Apply De- 
partment of Medical and Surgical Care, Charity Hospital, New 
Orleans, Louisiana. 
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THE ANTIBIOTIC OF CHOICE Zn Gram-Positive 


and Gonococcic Infections: 


CMM - 


CRYSTALLINE PROCAINE 
PENICILLIN G MERCK 
FOR AQUEOUS INJECTION 


LEAST TOXIC For Prolonged Therapeutic Blood Levels of 


Penicillin. 


MOST ECONOMICAL PENICILLIN PRODURAL® 


Crystalline Procaine Penicillin G and Buffered 
Crystalline Penicillin G Potassium for Aqueous 


UNSU RPASSED IN Injection. 


For Immediate High and Prolonged Blood 


EFFICACY Levels of Penicillin. 


CRYSTALLINE PROCAINE 
PENICILLIN G MERCK IN OIL 


Containing 2% (WIV) Aluminum Mono- 
slearate 
For Maximum Prolongation of Therapeutic 


Blood Levels of Penicillin. 





CRYSTALLINE PENICILLIN G SODIUM 
U.S.P. MERCK 


For Highest Peak Levels of Penicillin—Short 


Duration. 


MERCK PENICILLIN PRODUCTS 


MERCK & CO., Inc. 
Manufacturing Chemists 


RAHWAY, NEw JERSEY 











In Canada: MERCK & CO. Limited - Montreal 
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a Immediate SAFE... sustained benefit 


antacid A-M-T 
ALUMINA - MAGNESIUM -TRISILICATE 


effect Relief of hyperacidity is prompt and lasting. 
Nonconstipating. Pleasant and convenient 
. to take. 


Swallow—do not chew. Disintegrates and 
dissolves rapidly in gastric juice. 


. ( Prescribe either 
nd acl A-M-T SUSPENSION: Bottles of 12 fl. oz. 
A-M-T TABLETS: Handy tins of 30; bottles 


f p h 0 lJ fl i of 100. *Trade-mark 


Wiete \xcorporated + Philadelphia 2, Pa. | Mieth 














ESS... 
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for the with poor appetite 


‘Eskaphen B’ 


phenobarbital PLUS thiamine 


Mild sedation by day, healthful sleep at night, and the appetite- 

and tone-restoring effects of therapeutic dosages of thiamine. These are the 
benefits of ‘Eskaphen B’—S.K.F.’s superior presentation of phenobarbital. 
‘Eskaphen B’ now is available in two useful dosage forms: 


Eskaphen B Elixir—delightfully palatable, pleasant and easy-to-take. 


Eskaphen B Tablets—the convenient alternate dosage form. 


Each 5 cc. of the Elixir contains phenobarbital, % gr.; 
thiamine hydrochloride, 5 mg., nearly three times 

the recommended daily allowance of thiamine. 

One Tablet is the dosage equivalent of 5 cc. of the Elixir. 


Smith, Kline & French Laboratories, Philadelphia 


*Eskaphen B’ T.M. Reg. U-S. Par. Off. 
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ff newly recognized palatable source of 


rd POTASSIUM 


... the neglected mineral 


Appreciation of potassium-depleted states is comparatively new. 
The importance of a normal potassium-ion balance in the body 
is often overlooked. ; 

Maintenance of the electrolyte balance, osmotic pressure 
of the body fluids and normal cardiac rhythm and rate is impos- 
sible when the total of potassium-ions is below a critical level. 

A common avenue of potassium-ion loss is through increased 
urinary excretion during fever. 

Valentine’s Meat Extract, with its high content of soluble 
potassium salts (equivalent to 74-97 mg. KCl per cc.) together 
with other inorganic salts, meat bases and small amounts of 
soluble proteins is a valuable dietary supplement, furnishing 
practical amounts of potassium in palatable form. 


Valentine Company, Inc., Richmond, Va. 


J. Clin. Endocrin. 9,691 (1949). 

Postgraduate Medicine, 6,419 (1949). 

Current Medical Digest, Dec., 1949. 

Trans. of Conference on Metabolic Aspect of 
Convalescence, 17th Meeting, Josiah Macy, Jr. 
Foundation, New York, Mar. 29-30, 1948. 


g Valentine’s 
PREPARATION 


MEAT EXTRACT 
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--- Offers the ultimate in s 
fine treatment room furniture a \ 











For over fifteen years physicians everywhere have relied 
upon Steeline to give their offices an improved, modern 
appearance and to make their office work easier, faster, 
more pleasant. Steeline, although intelligently modern 
in conception from the beginning, has never remained 
static in desigri. From time to time suggestions from many 
physicians have occasioned frequent improvements. Fresh 
new modern color finishes; magnetic latches for doors; 
out-of-sight paper sheeting roll holder; recessed, island- 
type bases; foam-rubber-cushioned table top; non-tarnish- 
aniiceeenaas Caine deine ing, easy-to-grasp door handles; smoothly working, noise- 
Positional adjustment. holder for convenient use. less working parts; these are just a few of the features that 
make New Steeline the nation’s leading treatment room 
furniture. Shown above is our de luxe New 








Steeline suite of five pieces. For complete, de- 
New concealed 





heel stirupe retroct tailed information concerning New Steeline, 
under table top ‘ P . 
when not in use. please write for illustrated literature. 


A. s. ALOE COMPANY @ General Offices: 1831 Olive Street, St. Lovis 3, Missouri 


Branches: Los Angeles, New Orleans, Kansas City, Minneapolis and Washington, D.C. 
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le spasm: 


mooth-mus¢ 


to overcome § 





r depression ° 
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TRADEMARK 


@ Provides the recognized sedative action of phenobarbital 


@ the antispasmodic effect of belladonna alkaloids 


oa - for individualized therapy 


Belladonna “ee get 
Alkaloids 


Four dosage 


es 








hyoscyamine 





atropine 


eT are| 





scopolamine 
in fixed 
proportion 





approximately 


equivalent to 


Tr. Belladonna 





8 min 





EFFECTIVE...SAFE...SPASMOLYSIS AND SEDATION 


Literature and samples on request. 


CHARLES C. HASKELL & C€CO., INC. 


RICHMOND, VIRGINIA 
*Trademark of Charles C. Haskell & Co., Inc 
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CITY VIEW 
SANITARIUM 





For the diagnosis and treatment of 


ALLEN’S INVALID HOME 
‘ Established 1890 
MILLEDGEVILLE, GEORGIA 


nervous and mental disorders, and 


addictions to alcohol and drugs. 
For the treatment of 
NERVOUS AND MENTAL DISEASES 


Gtounds 600 Acres — Buildings, Brick 
Fireproof — Comfortable — C 


Established 1907 





Site High and Healthful 


BE. W. ALLEN, M.D, 
Department for Men 


NASHVILLE, TENNESSEE 


H. D. ALLEN, M.D. 
Department for Women 


Terms Reasonable 




















FOR 
MINIMAX meg 
combination examination table ‘ 
CALITY 


and x-ray unit 


The Mattern Minimax offers maximum versa- 
tility and requires only a minimum investment 
—a particularly good combination for the 
general practitoner. 


i The Minimax presents these outstanding advantages: 





@ Requires no special installation @ Needs almost no servicing— 


—takes no more space than an 
ordinary examination table 
alone. Serves as examination 
table with stirrups and pads. 










@ Permits horizontal and vertical 
radiography and fluoroscopy— 
with change-overs effected by 
merely tripping a panel release. 


Write for our 
illustrated 
waitin No. 





since its sturdy dependability 
insures long-term, trouble-free 
operation. Requires less assist- 
ance to use; lets you give your 
full attention to the patient. 


Includes such diversified ad- 
vantages of modern equipment 
design as telescoping panel for 


vertical fluoroscopy of adults, 
with horizontal extension for 
children, 


Integrally built lead shutters, 
shockproof vacuum sealed tube- 
head, fine focal spot, and over- 
all neat, professional appear- 
ance. 


See your local Mattern dealer, 
or write direct to us for information. 


4635-4659 NORTH CICERO AVENUE © CHICAGO 30, ILLINOIS 
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Me Tose it 10%. Jravert. 


/ 











Twice as many calories as 5% Dextrose 
No increase in infusion time, fluid volume or vein damage 
Practically 100% utilization 
R Less spillage in urine 
Presonbe Travert 


ZA ¢ To replenish glycogen stores 


e To minimize protein catabolism by exerting 
a protein-sparing action 

e To prevent ketosis by facilitating the 
effective metabolism of fat 


¢ To help maintain hepatic function 





10% Travert solutions are available in water or in saline 
They are sterile, crystal clear, nonpyrogenic 
150 cc., 500 cc., 1000 ce. sizes 
for complete information, simply write ‘‘Travert’’ on your Rx and mail to us 
product of 
BAXTER LABORATORIES, INC. 
Morton Grove, Illinois - Cleveland, Mississippi 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES 
(except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


GENERAL OFFICES - EVANSTON, ILLINOIS 











Ve 
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APPALACHIAN HALL 


ASHEVILLE, NORTH CAROLINA 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, 
alcohol and drug habituation. 

Appalachian Hall is located in Asheville, North Carolina. Asheville justly claims an unexcelled 
all year round climate for health and comfort. All natural curative agents are used, such as 
physiotherapy, occupational therapy, shock therapy, outdoor sports, horseback riding, etc. Five 
beautiful golf courses are available to patients. Ample facilities for classification of patients. Rooms 
single or en suite with every comfort and convenience. 


For rates and further information write Appalachian Hall, Asheville, N. C. 
Wm. Ray Griffin, M.D. M. A. Griffin, M.D. 

















Grom Our 


WESTBROOK 
PORTFOLIO 


A private psychiatric sanatorium 
employing modern diagnostic and 
treatment procedures—electro 
shock, insulin, psychotherapy, occu- 


pational and recreational therapy— 
for nervous and mental disorders 
and problems of addiction. 











S Ss = ' fr. Partial view of grounds showing Men’s Administrative Build- 
“ Ss ing, The Tower under which is the beauty shop, and several 


private cottages including Myrtle Cottage and Cedar Cottage. 


4 F STBROOK WESTBROOK SANATORIUM 


PAUL V. ANDERSON, M.D. JOHN R. SAUNDERS, M.D. 
 SANATORIUM Staff: President Associate 
EST.1911 ; REX BLANKINSHIP, M.D. THOMAS F. COATES, M.D. 
Medical Director Associate 


P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 
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diarrhea is sit 
For oe ¥ physicians rely on 

Drye wala: re c high-protein ratio, 

Dryco i" Well adapted to the ts uted digesti ity ok anes infant ...the 


fine, flocculent curd is 1 di is en id with vitamin A 


Dryco is frequently used for a feeding. Each tablespoonful will 
supply 31% calories. Dryco is readily reconstituted in cold or warm water. 
Available at pharmacies in 1 and 2% lb. cans. 


Professional literature and samples are available. 


Dryco’ J 


The Prescription Products Division, The Borden Company, 350 Madison Avenue, New York 17 
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ACUFF CLINIC 


514 West Church Ave. 
KNOXVILLE, TENNESSEE 


DIAGNOSIS, MEDICINE, SURGERY, ALLIED SPECIALTIES 


MODERN PHYSICAL MEDICINE and REHABILITATION DEPARTMENT 


The Clinic is equipped with 100 mgm. of Radium element and the latest type one 
quarter million volt constant potential X-Ray therapy equipment for the treatment 


of all forms of malignant diseases. 











THE WALLACE SANITARIUM 
Memphis, Tennessee 


For the Diagnosis and Treatment of Nervous and Mental Diseases, 


Drug Addiction and Alcoholism. 
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tablets high theophylline content, ready solubility 
ampuls for rapid therapeutic effects in: 
powder 
suppositories Bronchial Asthma 


Paroxysmal Dyspnea 


d | b i n Cheyne-Stokes Respiration 
4 a 
aminophyllin @ 


(theophylline-ethylenediamine) 


H. E. DUBIN LABORATORIES, Ine. 250 €. 43rd st., New York 17, N.Y. 








BRAWNER’S SANITARIUM 


Established 1910 
Smyrna, Georgia (Suburb of Atlanta) 


FOR THE TREATMENT OF 


Nervous and Mental Illnesses, Drug and Alcohol Addictions 


JAS. N. BRAWNER, M.D., Medical Director 


ALBERT F. BRAWNER, M.D., Dept. for Men JAS. N. BRAWNER, JR., M.D., Dept. for Women 














Saint Albans Sanatorium 


RADFORD, VIRGINIA 
100-bed private psychiatric hospital for the diagnosis and treatment of nervous and mental 
disorders, including alcoholism and drug addiction. 


J. P. King, M.D. J. L. Chitwood, M.D. Diplomates American Board of Psychiatry and Neurology 
T. E. Painter, M.D. Medical Consultant J. K. Morrow, M.D. D. D. Chiles, M.D. 

















Vol. 44 No.8 SOUTHERN MEDICAL JOURNAL 61 








St. Elizabeth’s Hospital 
TUCKER HOSPITAL, INC. Richmond 20, Virginia 

















212 West Franklin St. (Corner of Madison) STAFF 
Guy W. Horsley, M.D... ws Super 
& 
RICHMOND, VIRGINIA hacer Smith, M.D._____Plastic and Soak Gemee 
D. Coleman Booker, M.D._.......... General Surgery 
& Gynecology 
ee eS > Se Urology 
see ‘ 4 William J. Frohbose, _ Urology 
This is a private Hospital for the Neuro- Douglas G. Chapman, M.D. Internal Medicine 
logical Practice of Drs. Beverly R. Tucker, + gg fag caasemnae Internal ha 
Howard R. Masters and James Asa Shield. L. O. Snead, M.D Roentgenol 
Hunter B. Frischkorn, Jr., M.D. Roentgenology 
Randal A. Boyer, M.D R 1 
: : George E. Suen, 5 M.D... Internal Medicine 
The Tucker Hospital is for the treatment Helen Lorraine.__._ _Medical Illustration 
of nervous and endocrine diseases. There 
are departments of massage, medicinal exer- Administration 
cises, hydrotherapy and physiotherapy. The WILLIAM SCOTT, Business Manager 
Hospital * large and bright, surrounded The operating rooms and all of the front bedrooms 
by a lawn and shady walks, large verandas are completely air-condi 
and has a roof garden. It is situated in 
the best part of Richmond and is thoroughly School of Nursing 
and modernly equipped. The nurses are The School of Nursing is affiliated with The Johns 


Hopkins Hospital School of Nursing for a three- 


specially trained in the care of nervous cases. montis’ come each in Pedletice and Obscrics: 


Address: Director of Nursing Education 














JI 








HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 


Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions. 
Established in 1925 
Thoroughly modern in architecture and construction. Eight departments—affording proper classification of patients. 
outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each floor. Also « 
spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, overlooking 








the city, -_ d by an exp of beautiful woodland. Ample provision made for diversion and helpful 
P Adeq night and day nursing service maintained. 
James A. anit M.D., Physician-in-charge James Keene Ward, M.D., Associate Physician 


P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 
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Browne-McHardy Clinic 
@ Diagnostic and Therapeutic ret Hi 


Facilities 


@ Internal Medicine and 
Gastroenterology 


@ Surgery 
@ Gynecology and Obstetrics 






@ Radiology—X-ray and 
Radium therapy 


@ Laboratory and Research 
Departments 


@ Hotel facilities available = 





3636 ter CHARLES AVENUE 
Phone UPtown 9580 - New Orleans, La. 














One of America’s Fine Institutions... . 


Newdigate M. Owensby, M. D. 
Psychiatrist-in-Chief 
Specialist Certified by the American 
Board of Psychiatry and Neurology 


Willis T. McCurdy, M. D. 
Attending Physician 


J. Rufus Evans, M. D. 
Attending Physician 


Elizabeth Hancock 
Psycho-Therapist 


Atlanta Office 
384 Peachtree Street 





Dedicated to the Scientific Treatment of Nervous and Mental Disorders .. . 
. - In a Setting of Inviting Friendliness and Simple Grace . . Elevation 1200 Feet 


BROOK HAVEN MANOR SANITARIUM 
STONE MOUNTAIN, GA. 
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THE CARROL TURNER SANATORIUM 


MEMPHIS, TENNESSEE, Route 6, Box 288 


is and T 





For the Diag 


Located on the Raleigh-La Grange Road, five miles east of the city limits. 


way). 


the supervision of a trained th An ad 





of Mental and Nervous Disorders 


Accessible to U.S. 70 (the Bristol High- 


53% acres of wooded land and rolling fields. Equipment new and modern, including the latest equipment for 
electro-shock, physical and hydrotherapy. Special emphasis is laid upon occupational i 


and recr 1 th 





py under 


q nursing personnel gives individual attention to each patient. 














STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 
RICHMOND 20, VIRGINIA 


Medicine: 
ALEXANDER G. BROWN, JR., M.D. 
MANFRED CALL, III, M.D. 
M. MORRIS PINCKNEY, M.D. 
ALEXANDER G. BROWN, III, M.D. 
JOHN D. CALL, M.D. 
Obstetrics and Gynecology: 
WM. DURWOOD SUGGS, M.D. 
SPOTSWOOD ROBINS, M.D. 
Orthopedics: 
BEVERLEY B. CLARY, M.D. 
Pediatrics: 
CHARLES P. MANGUM, M.D. 
ALGIE S. HURT, M.D. 
Ophthalmology, Otolaryngology: 
W. L .MASON, M.D. 
Pathology: 
REGENA BECK, M.D. 
Bacteriology: 
FORREST SPINDLE 
Director: 
CHARLES C. 


Surgery: 
STUART N. MICHAUX, M.D. 
A. STEPHENS GRAHAM, M.D. 
CHARLES R. ROBINS, JR., M.D. 
CARRINGTON WILLIAMS, M.D. 
RICHARD A. MICHAUX, M.D. 


Urological Surgery: 
FRANK POLE, M.D. 


Oral Surgery: 
GUY R. HARRISON, D.D.S. 


Roentgenology and Radiology: 
FRED M. HODGES, M.D. 
L. O. SNEAD, M.D. 
HUNTER B. FRISCHKORN, JR., M.D. 
RANDAL A. BOYER, M.D. 


Physiotherapy: 
IRMA LIVESAY 


HOUGH 
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All-Around Vitamin Supplementation 
for the “active ages”’ 


water-soluble liquid 
vitamin preparations... 


Mead’s three Vi-Sols provide flexibil- 
ity in choice of vitemins to meet the 
varying needs of the “‘active ages”, 
combined with an unusual palatabil- 
ity that assures patient acceptance. 
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VITAMIN A VITAMIN D ) ASCORBIC ACID | THIAMINE | RIBOFLAVIN | NIACINAMIDE 
POLY-VI-SOL| 5000 | 1000 pg, | tem Site bias 
each 0.6 ce. supplies units units 
TRI-VI-SOL 5000 | 1000 one 
each 0.6 ce. supplies units units 
CE-VI-SOL 
eoch 0.5 ce. supplies 50 mg 


























MEAD JOHNSON & CO. 
EVANSVILLE 21,I1IND.,U.8 


A 

















rapid decongestion— 





no excitation 
no wakefulness 














Benzedrex Inhaler produces almost no central nervous stimulation. 


This volatile vasoconstrictor may therefore be used even by 
those patients in whom such ephedrine-like effects as insomnia, 


restlessness, or nervousness are frequently encountered. 


The vapor of Benzedrex Inhaler opens intranasal ducts and ostia 
which are often inaccessible to liquids. It effectively relieves the 


congestion of head colds, allergic rhinitis and sinusitis. 


Recommend Benzedrex Inhaler for use between treatments in your office. 


Smith, Kline ¢ French Laboratories, Philadelphia 


Benzedrex Inhaler 


the best inhaler ever developed ate: |B 


‘Benzedrex’ T.M. Reg. U.S. Pat. Off 








to the patient’s future 


To safeguard hypertensive, diabetic and certain other SS» 
patients, RUCON KAPSEALS afford strategic and safe 


prophylaxis against capillary bleeding. The ever- 
present threat of vascular accident is minimized by 
combatting increased capillary fragility. 


RUCON 


KAPSEALS 


RUCON KAPSEALS give three-fold protection to pa- 

tients with increased capillary fragility associated = 

with hypertension, diabetes mellitus, pulmonary hem- Each RUCON 
orrhage, retinal hemorrhage, hereditary hemor- Kapseal contains: 
thagic telangiectasia, thiocyanate therapy, ascorbic 

acid deficiency and drug sensitivity. Rutin increases Rutin 

capillary strength, vitamin C maintains intercellular Vitamin C (Ascorbic Acid) 

substance and integrity of capillary endothelium, and _Dicalcium Phosphate Anhydrous 400 mg. 
calcium aids the coagulation process. 


DOSAGE: One RUCON Kapseal daily may be given initially, to be increased in accordance with 
therapeutic requirements. In some patients dosages of 300 mg. daily of rutin (3 RUCON Kapseals) 
may be required to secure adequate response. The Géthlin Petechial Index, determined prior to 
instituting therapy and repeated frequently during treatment, may be helpful as a guide to therapy. 
RUCON Kapseals are supplied in bottles of 100. Cc A M 
*Trade Mark s 


é 


PARKE, DAVIS & COMPANY 





